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H. A. HAUBOLD, M. D. 
Clinical Professor of Surgery, New York 
University and Bellevue Hospital 
College, New York. 
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on the pathology of the process 
under consideration. 
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A Practical, Co-operative, Illustrated Interpretation and Translation of the 
WORLD’S RECENT MEDICAL and SURGICAL ADVANCEMENTS. 


Extracts | 


from 
A few letters received from customers in commendation 
of the | 


Medical Interpreter 


TORUIN 


TO 


Ya 


| Granbury, Tex. 


| “T am taking advantage of your discount offer and am onatie you check for $23.00 to pay balance due 
on my account for year in full. 

“T have frequently said that if there was a work such as the Interpreter represents gotten out so that 
one could sit down and read what is new and worth while in the literature without having to go through 
a mass of literature to pick it out, that it would be a great thing for the profession. The Interpreter seems 
to me to fill the bill exceedingly well. I am indeed well pleased with the two volumes I have received so 
far, and if the work keeps up to the standard set by these, I think you should be congratulated upon the 
work you are doing. Here’s wishing for you the greatest possible success.”’-—-C. H. W., M.D., Thomasville, 
Georgia. 


Ks “I am enclosing check for Nine Dollars to cover Medical Interpreter No. 1. I like this first Number, oy. 
11 is valuable and almost indispensable.” . T. F., M.D., Ayden, N. Kd 
», “‘Numbers ! and 2 of Medical Interpreter which you so very kindly sent me on approval were received. Se] 
Dy 1 have criticaily examined them and found them to be all you claimed and even more. > = BL, SD, is 
q 


“The article on Infants’ Nutrition in Medical Interpreter No. 1 is worth the price of the entire series 

of four numbers,” said the leading Pediatrician in Selma, Ala., to our representative. 

“IT have just received the second issue of the Medical Interpreter, with which I am very favorably im- 
pressed. I do not see how such a work as this could fail to be of the greatest assistance to the busy surgical 
and general practitioner.” 

“I consider that the Medical Interpreter is published, not for the scholar willing to take infinite pains 
in seeking material, but for the busy general practitioner who is bound to be grateful when the subject is 
represented in readily accessible form hy large print and attractive page, etc., such as the Medical Interpre- 
ter.”--J. S. T., Editor U. S. Naval Medical Bulletin, Washington, D. 


First edition Medical Interpreter No. 2 adi already ileal we are going to press with second 


WZ 


edition, which will be ready shortly. Manuscript of Number 3 has also gone to the press and will contain Kg 
many new attitudes on Medicine and Surgery of real practical value. ig 

THE BUSY DOCTOR’S BEST TOOL AND WEAPON is 

You owe it to yourself and patients to examine this work. The Editors, Translators, National and by 
International Organizations for the promotion and advancement of the Medical Sciences are enthusiasticaly Ne 
co-operating with us in improving each Number. Won't you join us? S 


The Interpreter Publishing Co., 
Southern Branch, Atlanta, Ga. 


I shall be glad to have you furnish me with circular matter and complete informa- 
tion in regard to the Medical Interpreter and the co-operative features for Doctors. 


Chis 
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LIPPINCOTT’S NEWEST BOOKS 


ANSPACH—A New Gynecology: 


There seems to be a distinct place for the text-book presenting the subject in a systematic form, giving all the necessary 
information, and omitting such details as are not immediately required for practical purposes. In this work the subject is 
so presented as to provide the student with the whole necessary information, and to act as a ready guide to the accurate 
diagnosis and the successful treatment of the gynecologic conditions. 4 

The work gives a description of the normal structures and of the normal functions, and a review of the causes that 
produce the abnormal; a summary of the manifestations of the abnormal and of the methods of treatment. 

In addition to affections of the generative organs proper, such diseases of the intestinal and urinary tract as are most 
frequently encountered in women have been considered: Static backache, sacro-iliac sprain, toxic arthritis. 

The work is most beautifully and elaborately illustrated and the original drawings are by leading artists. It is written 
by Brooke M. Anspach, M.D., Associate in Gynecology, University of Pennsylvania. Cloth, $9.00. 


SHEARS-WILLIAMS —A Difjerent Obstetrics: 


The strongly individualistic teachings of Dr. Shears have been allowed to remain unchanged in this third edition of his 
celebrated practical work. 

Changes will be found in, and new material added to, the subject matter of Metabolism of Pregnancy, Syphilis in 
Pregnancy, Toxemias of Pregnancy, Anwesthesia in Labor, Blood-pressure in Pregnancy, and Cesarean Section. New illus- 
trations have been added, including three colored plates. 

Three large editions have been required in three and a half years because of the entirely different original, successful 
and practical method of handling the subject, and because Shears gives you the things you generally are unable to find— 
little bedside hints—the reasons ‘‘why’’ founded on long experience; the right and the wrong way to use your hands, your 
instruments, your every act is shown, described in pictures. It is written by George P. Shears, Professor of Obstetrics 
at the New York Polyclinic Medical School and Hospital, and by Phillip F. Williams, Instructor in Obstetrics, Graduate 
School of Medicine, University of Pennsylvania. 419 illustrations—$8.00. 


WHITE-MARTIN—A Standard G. U: 


For the past twenty-three years this work has been used by teachers, students and practitioners wherever the English lan- 
guage is known. The current edition is brought completely up-to-date. Advantage has been taken of the opportunity to 
introduce new illustrations, to add a section on the prophylaxis of venereal disease, to so modify certain sections as to 
make them more complete or more specific, and to revise the index. 

The 12th edition is by Edward Martin, Commissioner of Health, Commonwealth of Pennsylvania; Benjamin A. Thomas, 
Professor of Urology in the Graduate School of the University of Pennsylvania; and Stirling W. Moorehead, Surgeon to the 
Howard Hospital, Philadelphia. 424 engravings, 21 colored plates. Cloth, $8.50. 


ROBERTS-KELLY—Fractures: 


The reader, whether engaged in private, in industrial or in military surgery, will find the text has been thoroughly revised ; 
particular attention given to differential diagnosis and many valuable illustrations added; many opinions on Surgical Thera- 
peutics have been modified by the experiences and great clinical opportunities of the World War, and another agency forc- 
ing a revision of old methods in the treatment of broken bones is the advent in the United States of Workmen’s Com- 
pensation Laws, the forced payment, from industrial plants and firms, for hospital care and surgical treatment of injured 
employees, has deepened the sense of responsibility of trustees, surgeons, and general practitioners. 

By a great number of X-ray plates are indicated the types of injury met in the different bones and by the side of 
—_ are 0 illustrations of original drawings showing the muscular attachments by which the usual deformity of the 
1m Is caused. 

By John B. Roberts, A.M., M.D., F.A.C.S., Emeritus Professor of Surgery in University of Pennsylvania, Graduate 
School of Medicine, and James A. Kelly, A.M., M.D., Attending Surgeon to St. Joseph’s, St. Mary’s, St. Timothy’s and 
Misericordia Hospitals. Octavo. 764 pages. 1081 illus. Cloth, $9.00. 


BUCKLEY—Psychobiological Medicine: 


Is a guide to the study of mental disorders for students and practitioners. As the domain of general medicine has become 
considerably broadened and many of the newer facts have been brought to light through the channels of Biology, and as 
the field of ‘‘traditional General Physiology’’ has become more or less fully occupied by Experimental Biology, so the mo le 
of approach to the problems of Psychiatry has been following similar trends. 

We have come to consider the group of mental disorders which belong to the class of recoverable psychoses not pri- 
marily as mental diseases, but as reflections of some bodily disorder. 

The reactions of the patient as a whole individual form the subject underlying every problem in psychiatry. In this 
work, such has been arranged for the general practitioner in a concise form, yet embracing a sufficient number of biological 
and psychological data to indicate the course which this viewpoint required him to follow. : 

It is written by Albert C. Buckley, Associate Professor of Psychiatry, Graduate School of Medicine, University of 
Pennsylvania. Hlustrated—$7.00. 


KARSNER-— Principles of Immunology: 


This book has been prepared in the hope that a concise statement of the facts and most important hypothesis concern- 
ing resistance to infection may serve to provide a clear understanding of a subject of the utmost importance in modern 
diagnosis and treatment. 

Designed for those practitioners whose duties have made it impossible to digest a large mass of publications on the 
subject, the scope of the book is restricted to fundamental principles. The plan throughout is to present on an experi- 
mental basis demonstrated facts and to supplement this with brief discussions on the practical bearing of the phenomena 


upon resistance to disease in man. 
By Howard T. Karsner, M.D., Professor of Pathology, Western Reserve University, and Eugene E. Ecker, Ph.D., 
Instructor in Immunology, Western Reserve University. Octavo, 309 pages, illustrated. Cloth, $5.00. 


J.B. LIPPINCOTT COMPANY 


LONDON: Since 1875 PHILADELPHIA: Since 1792 MONTREAL: Since 1897 
16 John St., Adelphi W. C. 2 East Washington Square Unity Building 
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Announcement of publication 


Operative Surgery 


By J. SHELTON HORSLEY, M.D., F.A.C.S. 
Attending Surgeon to St. Elizabeth’s Hospital, Richmond, Va., ete. 


732 pages, 6144x9%, with 613 original illustrations. Price, silk cloth binding, $10.00. 


HE author believes that the greatest achievement in the science and art of 

surgery is the restoration of physiological function. To this end those oper- 
ations are advocated and described that best achieve this. Refined technic 
or accurate diagnosis mean nothing in surgery if organs or parts operated on 
are not thereby enabled to functionate physiologically. Many surgeons have 
overlooked this in their work and many textbook writers have not emphasized 
it as they should. Horsley, on account of his work in experimental surgery and 
clinical experience extending over a period of many years, is especially well qual- 
ified to write upon the subject of Operative Surgery from this special viewpoint. 
The 613 illustrations in this book set the high-water mark in books on Operative 
Surgery. 

You should enter your order for this book es Ask for our new catalog. 


me one. copy 4 HORSLEY’S 

4 Hi ‘Operative Surgery,’’ for which I enclose my 

Medical Publishers ; check for $16.00, or you may charge to my 
account. 


St. Louis 


July 1921 


IS THE BEST 


ANTISEPTIC 


ITS WIDE THERAPEUTIC SCOPE AND GREAT SUPERIORITY ARE LECAUSE IT IS 


1 
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Does not break Cown granulation 
Causes no irritation 

Possesses marked analgetic power 
An instantaneous deodorant 

Allays inflammation 


More powerful than bichloride 
Non-poisonous 

Does not coagulate albumin 
Does no injury to membranes 
Does no damage to tissues 


oe 


CHINOSOL 


AND CHEM: A. (ALL RIGHTS RESERVED) 
Intense Non-Poisonous, Non-Irritafing 
Antiseptic and lorant 
DIRECTIONS ON BOTTOM OF Box 
N.Y. REGISTRY NO. 125 
CHINOSOL PARMELE PHARM.Co.,N.Y. 
PRICE SO CENTS, 


A SAMPLE TO ANY PHYSICIAN AND 
LITERATURE SHOWING WHAT 
CHINOSOL HAS ACCOMPLISHED 
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WHILE 
IT IS PHYSICALLY IMPOSSIBLE 


for any individual to read 400 medical journals,—that 
is exactly what the American Institute of Medicine 
undertakes to do on behalf of the busy practitioner. 


EVERY ARTICLE 


from 


EVERY MEDICAL JOURNAL 
EVERYWHERE 


GATHERED - TRANSLATED - ABSTRACTED - INDEXED 


Such a tremendous task has never before been attempted. Each month’s ab- 


listed—188 are foreign-language publications and 214 are American and / 
British. 
All abstracts are grouped into 12 classified divisions of medicine and if 
surgery. No matter what special subject a practitioner may be 7 ae 
interested in, his reading is concisely arranged so that he may 7, se 
give his entire attention to that particular subject. / a 


The whole or any portion of this abstract service may be 1x 
obtained. Information, list of the journals read and 

free specimens of both the Index and specified P 
abstracts sent on receipt of coupon. ia 


AMERICAN 
INSTITUTE OF 
MEDICINE 


13 East 47th Street 
New York City 


Send me complete in- 
formation about the serv- 
ice rendered by your Li- 
brary Department and _ in- 
clude specimen index and ab- 
stracts. 


American Institute of Medicine 


“(Please print) 


13 East 47th Street, New York 


Note: Specially interested 
(S.M.J.-7-21) (Mention Speciality) 


stracts completely cover every article in every one of over 400 journals as,’ 
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Surgical 
Dressings 


Absorbent Cotton 

Gauze Bandages 

Adhesive Tape 

Surgeon's Soap 

Surgical Lubricant 

Formaldehyde Fumigators 
Etc., Ete. 


We Insure 
Sterility 


B&B Sterile Surgical Dressings are 
sterilized, of course, in the makin. 

But we go further— we sterilize again 
after wrapping. This is done by modern 
apparatus, with live steam following a 
vacuum, 

Then we make constant incubator 
tests, using, center fibers, to prove the 
products sterile to the core. 


This applies to B&B Cotton and . 


Gauze in every form and package. 

These products come to you utterly 
sterile if the package is intact. 

That is one example of the B&B 
super-standerds. In some way they 
brin?, you unique excellence in every 
B&B product. 

All are produced by masters, in a 
model laboratory. Each is the result of 
27 years of aimin3, at perfection. 

Try B&B Adhesive—one fine exam- 
ple of what we have done. 


BAUER & BLACK 
Chicago New York Toronto 


Makers of Sterile Surgical Dressings and 
Allied Products 


Truly germicidal. Phenol coefficient of the 1 % 
soap is 51.98. One cake represents the permi- 
cidal power of six pounds of carbolic acid. 


Sent Free for 
a Test 


We will send a tube of B&B Surgical 
Lubricant to any surgeon 0. request. 

You will find it the ideal lubricart. 
Perfectly sterile, for we sterilize after 
sealing. Mildly antiseptic, without beins, 
irritating. 

Water-soluble, so 
one may use it freely 
on instruments, Zloves 
and hands. Non-cor- 
rosive and non-stain- 
Plain water re- 
moves it from clothing, 
and bedding. 

It contains no grease 
to soil. 

Besides bein’, a lu- 
bricant it is also an 
emollient. It is an ex- 
cellent application fcz 
burns, skin eruptions, 
ivy poisoning,chapped 
hands, ete. 

Send the coupon for 
this example of B&D 
efficiency. 


BAUER & BLACK 
25th and Dearborn 3is., Chica} > 
I am not acquainted with B&B Surgical 
Lubricant. Please mcil me, withoz: charge, a 
full-size tube to try. 
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ANNOUNCEMENT NO. 1 


To the Physicians of Alabama: 


THE ALABAMA STATE BOARD OF HEALTH has awarded us 
the contract to furnish Biological Products, starting July 1st, to the 
Medical Profession of the State of Alabama at special prices. 


DISTRIBUTING STATIONS are being opened in every County in 
the State and each Station carries a stock of the principal Products in 
a refrigerator or cold box, and the Distributor is prepared to extend 
to you GILLILAND SERVICE. 


Note the prices below of the Products most used: 


DIPHTHERIA ANTITOXIN TETANUS ANTITOXIN 

Unit Syr. $ 70 1500 Unit Syr. Pkg... 60 

70 500 8.75 

20000 “ : 40 

SMALLPOX VACCINE TYPHOID VACCINE 

2 Vaccinations per 20 Treatment 3 Syringes... LOO 

5 40 3 35 

10 Treatments 30 Ampules..... Beh 


(Complete T reatments) _ 


ALL OTHER BIOLOGICAL PRODUCTS, including a line of 
Bacterial Vaccines and Antibacterial Sera, will be sold at a special 
price and can be obtained from the County Distributors. 


Antitoxin will be distributed without charge for use in INDI- 
GENT CASES upon the receipt of a certificate signed by a Physician. 


GILLILAND BIOLOGICAL PRODUCTS are prepared under ideal 
conditions by experienced scientific men and are endorsed by the 
United States Public Health Service. 


List of ALABAMA DISTRIBUTORS will appear in the August 


THE GILLILAND LABORATORIES, Inc. 


Producers of Biological Products 
AMBLER, PENNA. 


Executive Offices :— Laboratories 


Ambler, Penna. Ambler, Penna. 
Marietta, Penna. 
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WINTHROP SYNTHETICS| 


CONFORM TO ORIGINAL {f HIGH STANDARDS 


Veronal N ovaspirin 


Adali Hypnotics Antirheumatics 
and Sedatives f and Analgesics 


Sajodin Palatable Organic Iodine Protargol Antigonorrheic 
Elarson Agreeable Organic Arsenic © Helmitol Urinary Antiseptic 


Also: Coryfin, Tannigen, Duotal, Creosotal, Heroin, Aristol, Phenace tin 
Sulfonal, Trional, Cymarin, Hydrastinin 
Literature on request 


WINTHROP CHEMICAL COMPANY, Inc. 


189-191 Franklin Street. New York, N. Y. 


CLINICAL EVIDENCE 
Is worth while and profits the patient. Creosote is of value 
in the treatment of pulmonary tuberculosis — but it is dis- 
agreeable to take and its use cannot be continued long 
because of untoward effects on the stomach. 
Calcreose, a mixture containing in loose chemical combina- 
tion approximately equal parts of creosote and lime, has all 
of the pharmacologic activity of creosote, but is free from 
these untoward effects even when taken in large doses for 
long periods of time, as has been shown by the experience 
of many physicians who have used Calcreose for many 
years as an adjunct in the treatment of pulmonary tuber- e 
culosis. 
¢ Percent 


Write and literature 


The Maltbie Chemical Company 
Newark, N. J. 
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a Thyroxin 
active constitacmt 
by E.R. ‘Squiby & Sons 

Minnesotn, The 
al 


& SONS. NEM 
MEMISTS tue MEDICAL prot 


THYROXIN SQUIBB 


The chemically pure, physiologically active constituent of the thyroid gland, intro- 
duced by Kendall and made by E. R. SQUIBB & SONS under license of the 
University of Minnesota. Possesses all the activity of desiccated thyroid and offers 
the advantage of accuracy in dosage and therapeutic effect. Marketed in tablets 
of 1/320, 1/160, 1/80, and 1/32 grain each for administration by mouth. Crystal- 
line Thyroxin for intravenous use is supplied in vials of 10 milligrammes to 100 


milligrammes. 
NOW READY FOR DISTRIBUTION. 


SEASONABLE BIOLOGICALS 


ANTIPNEUMOCOCCIC SERUM SQUIBB LEUCOCYTE EXTRACT SQUIBB 
(An adjunct to Serum and Vaccine Therapy) 


Type I 
DIPHTHERIA ANTITOXIN SQUIBB j SMALLPOX VACCINE SQUIBB 
(Small in Bulk—Low in Solids) (In Capillary Tubes) 
STI IBB 
of a century this seal has (Physiologic Hemostatic) 


been justly accepted as a (Local and Hypodermic) 


guaranty of trustworthiness. 


E-R: SQUIBB & SONS, NEWYORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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Migraine, Hemicra- = eae Atophan is doubly 
nia, Eyestrain, etc., mea valuable and efficient 
are all just ‘““Headache” in these and other 
to the patient, and forms of “retention” 
speedy relief is clamored headaches, because of its 
for. But the physician re- typical stimulation of the 
gards “Headache’ only as a ‘ uric acid excretion, and its 
symptom and wants time to } a remarkably prompt and in- 
find the underlying cause. Je nocuous, analgesic and de- 
SPS congestive action. 


Information, Literature 
and Ample Trial Quantity Schering & Glatz, Inc. 
from 150 Maiden Lane, NEW YORK 


“HEADACHES” 


(MIGRAINE, HEMICRANIA, EYE-STRAIN, Etc.) 


We are now manufacturing 


SILVER -SALVARSAN 


(The sodium salt of silver-diamino-dihydroxy-arsenobenzene) 


| 


= 
4 


This has been used with success in Europe for more than two years past. Silver- = 
Salvarsan is in clinical use in the following New York hospitals and clinics: 


Vanderbilt Clinic - - (Service of Dr. Fordyce) 

HA Skin and Cancer - - (Service of Dr. Stetson) 
, Bellevue - - - (Service of Dr. Parounagian) 
Volunteer - - - (Service of Dr. Baketel) 


The physicians who are administering the product are well satisfied 
with the results obtained. Silver-Salvarsan effects a more rapid 
z f | disappearance of the contagious lesions than the other forms of 
Salvarsan and practically no reaction follows its administration 


LAD - SILVER-SALVARSAN is now ready for general dis- 


_ a tribution to the medical profession. 
Pat. Off. 


HAMETZ LABORATORIES, 


One-Twenty-Two Hudson Street, New York. 


hill 
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SOUTHERN PEDIATRIC SEMINAR 
SALUDA, N. C. BLACK MOUNTAIN, N, C. 
Infants’ and Children’s Sanitarium—Children’s Diagnostic and Nutritional Clinic. 


Combine Physical Recreation with Mental Inspiration by coming to the heart of the Blue 
Ridge Mountains for a live two-weeks course in the fundamentals of the diseases of children, 
combined with the latest methods in social, community and preventive Pediatrics. Abundant 
clinical material at the above summer communities, with optional trip to Asheville. Number 


of Registrants necessarily limited. 

Some of the lecturers and their courses: 
Medical Pediatrics by Drs. Elias and Harrison of Asheville; Johnson of Winston-Salem; Love 
of Jacksonville; Pollitzer of Charleston; Root of Raleigh; and Ward, Weston and Cornell of 
Columbia; Funkhouser of Atlanta. 
Preventive Pediatrics by Drs. Akin, U. S. Public Health Service; Cooper of N. C. Board of 
Health; Faison of Charlotte; Richardson of Brooklyn; Sidbury of Wilmington. 
Pediatric Literature by Dr. Townsend, of Southern Medicine and Surgery, Charlotte. 
Orthopedics by Drs. Herbert and King, of Asheville. 
Physical Diagnosis in Children by Drs. Muiher'‘n cf Augusta; Royster of Norfolk. 
Breast Feeding by Dr. Smith of Spartanburg. 
Prenatal Care by Dr. Moore of Charlotte. 
Pediatric Laboratory Course by Prof. Francis Johnson of S. C. Medical College. 

For further information, address 


D. LESESNE SMITH, Registrar 
Infants’ and Children’s Sanitarium, Saluda, North Carolina 


for the treatment of cancer and other new 
growths by diet, medicine, electricity, x-ray, 
radium and other recognized methods. 


The South Memphis The Thompson Sanatorium 


Hospital 


For the treatment and education of tubercu- 
lous patients. Seventy-five miles northwest of 
and twelve hundred feet higher than San 
Antonio. Mild winters, cool breezy summers. 
Hospital Building and Hollow Tile Cottages 
‘with modern conveniences. Beautiful mountain 

| scenery. Prices moderate. Trained nurses. 


SAM E. THOMPSON, M.D. 
Superintendent and Medical Director 


H. Y. SWAYZE, M.D. 


Associate Medical Director 


For rates, terms, etc., address 
F. REESE KENTON, M. D., 
508-9 Bank of Commerce Bldg., 


Memphis, Tenn. KERRVILLE, TEXAS 


Dr. Theo. Toepel Announces the Opening of His Private 


ORTHOPEDIC GYMNASIUM 
AT 78 FORREST AVENUE, ATLANTA, GA. 


This Institution Will Be Conducted for the Strengthening of the Underdevel- 
oped and the Conservative Correction of the Deformed. 
For Further Information, Address 


DR. THEODORE TOEPEL 
78 FORREST AVENUE ATLANTA, GA. 
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THE BABIES HOSPITAL 
Wrightsville, North Carolina 


A Seaside Resort 
For Sick Babies 


Accommodations 
for mother and 
baby. 


A scientific milk 
station in hospital. 


J. Buren Sidbury, M. D. 


Medical Director. 


SURGERY: 


STUART CIRCLE HOSPITAL 


RICHMOND, VA. 


ESTABLISHED IN 1913 AS A 
DEPARTMENTAL CO-OPERATIVE 


GROUP HOSPITAL 


MEDICINE: 


Stuart N. Michaux, M.D. 

Charles R. Robins, M.D. 
OBSTETRICS: 

Greer Baughman, M.D. 

Ben H. Gray, M.D 


Alex. G. Brown, Jr., M.D. 
Manfred Call, M.D. 
OPHTHALMOLOGY, OTO-LARYNGOLOGY: 
Clifton M. Miller, M.D. 
. R. H. Wright, M.D. 


COMPLETE PATHOLOGICAL AND ROENTGENOLOGICAL 


NEW-FIFTY-BED-ADDITION 


LABORATORIES 


TRAINING SCHOOL FOR NURSES 
ONLY HIGH SCHOOL GRADUATES ADMITTED 


ROSE ZIMMERN VAN VORT, R. N., 
Superintendent. 
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REORGANIZATION OF ST. ELIZABETH’S HOSPITAL RICHMOND, 
UNDER THE GROUP SYSTEM 


Announcement is made of the inauguration at St. Elizabeth’s of a policy of expansion to meet the steadily in- 
creasing utilization of the services of this hospital. 

The staff has been increased, and the equipment has been greatly augmented. St. Elizabeth’s is now open as a 
private medical and surgical hospital, with the most modern prerequisites for surgical work, and for medical and 
neurological examination, diagnosis and treatment. A department of urology fills a long felt need. The X-ray labo- 
ratory is fully equipped. The clinical laboratory is prepared to do routine work, bacteriology, pneumococcus group- 
ing, asthma and hay fever tests, blood chemistry, etc. Folin’s ‘‘blood system’ is routine. 

The addition to the staff of a trained dietitian from Columbia University and the Peter Bent Brigham Hospital, 
Boston, will allow the preparation of special diets to suit the individual requirements of each case. Dietaries in dia- 
betes and nephritis are arranged by a dietitian of wide experience. 
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J. Shelton Horsley, M. D., Austin I. Dodson, M. D., Margaret Tholens, B. A., 
Surgery and Gynecology. Surgery and Urology. Clinical Pathology. 
Warren T. Vaughan, M. 2D. Fred M. Hodges, M. D., Nellie H. Van Dyke, B. S., 
Consulting Roentgenologist. Dietetics. 


Internal Medicine. 
MYRA E. STONE, R. N., Superintendent. 


For information, address: 
JULIAN P. TODD, Business Manager. 


Dr. J. F. Yarbrough’s 
Private Sanatorium 


COLUMBIA, ALA. 


Gastrointestinal Diseases, Pellagra, 
Chronic Rheumatism, ‘“Bright’s Disease,”’ 
Diabetes (Allen Method). 

Adequate Night Nursing Service Maintained. 


CONSULTING STAFF. 


Dr. Alfred Smith Frazier, F.A.C.S., Dothan, Ala, 

Dr. Ross H. Mooty, B.S., M. D., Columbia, Ala, 

Reference: The profession of Houston County. 
Dr. S. W. Welch, Montgomery, Ala. 


THE HOSPITAL—30 ROOMS 


A. THRUSTON POPE 


CURRAN POPE 


A MODERN up-to-date, private Infirmary equipped with steam heat, electric lights, electric 
_ fans, modern plumbing and superior furnishings. Solicits all cases of functional and 
organic nervous diseases, disease of the stomach and intestines, rheumatism, gout and uric acid 
— drug habits and alcoholism. Bed-ridden cases not received without previous arrange- 


men 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, Sinusoidal, High Fre- 
quency, Leucodescent and Arc Light. and X-ray treatments given by competent physi- 
cians and nurses, under the immediate supervision of the Medical Superintendent. Special 
laboratory facilities for diagnosis by urine, blood, blood serum, sputum, gastric juice, 
duodenal tube and X-ray. Recreation hall with pool and billiards for free use of patients. 
Rates include treatment, board, medical attention and general nursing. The Sanatorium is 
supplied from Pope Farm with vegetables, fruit, poultry, and eggs, also milk, cream, butter and 
buttermilk from its herd of registered Jerseys. 


THE POPE SANATORIUM 


Long Distance Phones Incorporated 
CUMB. M. 2122 HOME 2122 Established 1890 


LOUISVILLE, KENTUCKY 
115 West Chestnut St. 
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FULLY EQUIPPED FOR MODERN SCIENTIFIC DIAGNOSIS AND TREATMENT 


OKLAHOMA CITY CLINIC AND WESLEY HOSPITAL 


Twelfth and Harvey Streets, OKLAHOMA CITY, OKLA. 


With tke diagnostic equipment at our disposal we are prepared to assist in working out obscure 
cases. 


CLINICAL PATHOLOGICAL AND CHEMICAL X-RAY DIAGNOSTIC DEPARTMENT 


LABORATORY 
An up-to-date, fully equipped Radiological 
A laboratory completely equipped in all depart- Laboratory. 
ments so that all classes of clinical bacteriolog- 
ical, pathological and chemical work can be done Radiologist, especially trained for gastro- 


in the one laboratory. 

Our laboratory personnel are thoroughly trained. 
have had many years’ experience in laboratory 
work and spend all their time in this special line. 


Partial Fee Table 


intestinal and renal diagnosis. 


We use the serial plate method in gastro- 
intestinal work and take from 12 to 30 radio- { 
graphs on each case. 


Renal work is supplemented with ureteral lead 
Tissue Diagnosis 5.00 catheters and pylographic injection of the kidney 
— 44 pelvis when necessary. 

mange 21 doses Fluroscopic examination and stereograms of 
Blood chemical tests, single 3.00 chest and all bone work. 

Blood chemical tests, complete.........00.000000000.... 20.00 


RADIUM AND X-RAY THERAPY 


Amply equ:pped for the treatment of all con- 
ditions where Radium and X-Ray Therapy are 
indicated, either as a primary treatment or an 
adjunct to surgery. 


Fees for other work in proportion. 
All classes of chemical analytical work. 
Daily Wassermann “runs’’ except Sundays. 


3 . Bleeding tubes, sterile containers, cul- 
ree: ture media, instructions for collecting 
and mailing specimens. 


Members of the Clinic 


Dr. 


Dr. W 


A. L. Blesh—Surgery. 
7. W. Rucks—Internist, 


Dr. M. EF. Stout—Surgery. 
Dr. J. Mraz—wUrologist. 


Dr. W. H. Bailey-—Pathologist. 

Dr. D. D. Paulus—Radiologist. 

Dr. J. C. Macdonald—Eye, Ear, 
Nose and Throat. 

Dr. J. Southgate—-Anaesthetist. 


Address all communications to WESLEY HOSPITAL, 12th and Harvey Streets, or member of 
the Clinic at 308 Patterson Building, Oklahoma City, Okla. 
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CHESTNUT LODGE 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad 
and Electric Line from Washington 


This sanitarium under experienced management 
offers superior advantages for the treatment of 
patients suffering from Nervous and mild Mental Dis- 
eases, and for elderly persons needing skilled care and 
nursing; combining the equipment of a modern Psyco- 
pathic Hospital with the appointments of a refined 
home. The Hydrotherapy Departments is complete in 
every detail including the Nauheim Baths for Arterio- 
sclerosis, Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 


Davis- Fischer Sanatorium 
25-27 EAST LINDEN AVENUE 
ATLANTA, GEORGIA 


A modern five-story fire-proof building for 
surgical and gynecological work. A limited 
number of medical and obstetrical cases re- 
ceived. No mental, contagious or alcoholics 
- admitted. Equipped with all modern methods 
for diagnoses. X-Ray, pathological, bacterio- 
logical, serological and stomach contents. 

Training school for nurses. 


APPALACHIAN HALL :—: ASHEVILLE, N. C. 


DR. WILLIAM RAY GRIFFIN AN INSTITUTION FOR 
physicians in Charges THE TREATMENT OF Dr. i. Bleteher 
Miss V. E. Lively NERVOUS DISEASES Dr. W. L. Dunn 


Supt. of Nurses 


We have recently erected two additional buildings, thoroughly equipped with every 
modern convenience, including a most complete Hydrotherapy Deparcment. 


Situated at an altitude of 2500 ft. in the heart of the Blue Ridge Mountains of West- 
ern North Carolina. Superb lawn and 25 acres of beautifully wooded grounds. 


For information address DRS. GRIFFIN & SMITH, ASHEVILLE, N. C. 
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THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With Majestic Hotel and Bath House 
MARLIN, TEXAS 


One Hundred Twenty-five Beds. 
Four Hundred Bath Capacity Daily. 
A modern institution equipped with all the latest 
laboratory, X-ray and physio-therapy methods used in 
the diagnosis and treatment of chronic diseases. A 
graduate doctor in charge of each department-—thus 
utilizing teamwork. Marlin hot water is similar to the 
famous Carlsbad. 
STAFF 
Dr. J. W. Torbett--Superintendent, Diagnosis and 
Treatment. 
Dr. O. Torbett-—-Diagnosis and Treatment. 
Dr. W. K. Logsdon—Urology, Rectal and Skin Diseases. 
Dr. Mary L. Webb—General Chronic Diseases and 
Gynecology and Corrective Gymnastics. 
Dr. F. A. York-—-Chest Diseases. 4 
Dr. Edgar P. Hutchings--Eye, Ear, Nose and Throat. 
Dr. J. B. White—Roentgenology and Gastroenterology. 
Dr. Cromwell Rogers—- Pathologist. 
Dr. L. P. Robertson —Dentist. 
Dr. H. H. Robertson-——Dentist. 


For further information write for folder to 
TORBETT SANATORIUM, Marlin, Texas. 


Hospital For General Diag- 
nosis and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
;ortance of body metabolism and its relation to 
diseased conditions is emphasized. 


The co-operation of physicians is invited. It is the 
policy of this Hospital to return patients to their 
home and family physician for treatment, at the 
earliest) possible moment, after a diagnosis is 
made. Only at the request of the patient’s physi- 
cian will any case be kept in the Hospital beyond 
the necessary period of observation. 
A complete staff of skilled specialists in co-opera- 
tion. 


For further particulars regarding rates, ete., write 


DR. ALBERT E. STERNE or 

DR. LARUE D. CARTER 
‘Norway” Hospital for General Diagnosis and 
Nervous Diseases. 


West Main Maternity Sanitarium 


A Private Sanitarium and Lying in Hospital 
for the care and protection of young 
women during pregnancy, confine- 
ment and gynecological 
treatment. 


A nursery for the proper care of babies. 
Patients accepted any time during gestation. 
Adoption of baby when arranged for. 
Open to all ethical physicians. 


For further particulars, address, 


SUPERINTENDENT, 
1547 West Main St. Phone Maple 455. 
OKLAHOMA CITY, OKLA. 


M. H. NEWMAN, B. Sc., M. D., 


Medical Director, 


314 Colcord Bldg. 


Phone Walnut 1088 


Mary 
Maternity Home 


A STRICTLY ETHICAL AND PRIVATE REFUGE 
FOR SECLUDING AND PROTECTING 


Respectable Unmarried Pregnant Women 


through confinement. Baby placed for legal adop- 
tion if arranged. City and State License. 


Correspondence confidential. | For details, address 
TheLADY MARY MATERNITY HOME, Birmingham. Ala. 


Dr. J. E. Garrison, Physician in Charge 


MATERNITY HOME 


Confinement in Seclusion 
Recommended by City Welfare Board. 
Address 


MRS. T. F. DIXON, 
3401 Carpenter St., 
Dallas, Texas. 
Phone Edgewood 1514. 
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BLACKMAN SANITARIUM 


DISORDERS OF NUTRITION AND ELIMINATION 
HEART-ARTERY-KIDNEY AFFECTIONS 


172 CAPITOL AVENUE 
ATLANTA, GEORGIA 


Hydro-Electro-Therapeutic, Dietetic, 
Medical 
Two of its features: 
Treatment of Diabetes. (Allen Meth- 
od) 
Rest and Fattening Cure. 

(5 lbs. per week) 
Rates, $35 to $50 per week. 
Good Cuisine. 


Homelike resort atmosphere. 
Laboratory facilities. 


Modern Equipment. 


For information and reprints address 


W. W. BLACKMAN, M. D. 


THE WATAUGA SANITARIUM 


RIDGETOP, TENNESSEE. 


For Tuberculosis in any 
Form. 


STAFF: 
Dr. Wm. Litterer 
Dr. W. A. Bryan 
Dr. O. N. Bryan 
Dr. G. C. Savage 
Dr. J. M. King 
Dr. W. W. Winters 
Dr. H. S. Shoulders 


19 miles North of Navchville 
Henderson Division 
of L. & N. Ry. 


Location ideal, elevation 1,000 feet, buildings modern; hot and cold water, gas lights, perfect sewerage 
and excellent water supply. Tuberculins and vaccines administered in suitable cases. X-Ray Diagnosis. 
Heliotherapy. Rates very reasonable. 

Inquiries appreciated. Illustrated oooklet on application. 


DR. W. S. RUDE, Medical Director. RIDGETOP, TENN. 
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Altitude 1850 Feet Mild Winters Breezy Summers Abundant Sunshine 


THE CORNICK SANATORIUM—For Pulmonary Tuberculosis 


BOYD CORNICK, M.D., Medical Director. C. R. TREAT, Associate and Supt. SAN ANGELO, TEXAS 

An institution for the care and treatment of early stage cases of pulmonary tuberculosis. Patients 
without reasonable prospects of an arrest of the disease are not received. Applicants from a distance 
admitted only after preliminary correspondence with their family physician. FOR RATES AND OTHER 
INFORMATION, ADDRESS THE MEDICAL DIRECTOR. 


THE SARAH LEIGH HOSPITAL 


NORFOLK, VA. 


The Staff combined under Group System in 1919, and the equipment greatly improved with the most up-to-date 
facilities for thorough Diagnosis, and Surgical, Radium and Medical Treatment. Capacity, eighty-five beds. 


STAFF 


Southgate Leigh, M.D., F.A.C.S. 8S. B. Whitlock, M.D. 
Surgerv and Gynecology. Roentgenologist. 
James H. Culpepper, M.D. G. Bentley Byrd, M.D. 
Surgery and Orthopedic Surgery. Obstetrics. 
Stanley H. Graves, M.D., F.A.C.S. Daphne Conover, B.A. 
Genito-Urinary and Rectal Diseases. Pathologist and Laboratory Technician. 
Frederick C. Rinker, B.A., M.D. L. L. Odom, R.N. 
Internal Medicine and Diagnosis. Superintendent. 
Harry Harrison, M.D. S. S. Preston, R.N. 
Internal Medicine and N-O Anaesthesia. Assistant Superintendent. 


TRAINING SCHOOL FOR NURSES 


Greensboro, 


Glenwood Park Sanitarium, 


SUCCEEDING TELFAIR SANITARIUM 


The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS--Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
sunlight, and exercise, with such other remedies as are calculated to assist nature in the work of 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it invaluable 
in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, and those 
nervous affections due to uterine or ovarian disorders. 

For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 
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BIRMINGHAM INFIRMARY 
SURGICAL MEDICAL GYNECOLOGICAL OBSTETRICAL 


A thoroughly equipped and modern general hospital. Accommodates three hundred patients, All 
conveniences. Completely equipped. Modern pathological, bacteriological and x-ray laboratories. 
Sufficient Radium for treatment of all conditions in which Radium is indicated. All laboratories in 
charge of competent, experienced men. 

EDUCATIONAL DEPARTMENTS—tTraining school for nurses in charge of graduate registered 
nurses. Pupil nurses received on favorable terms. Special six months course in dietetics and labor- 
atory work given. Graduate nurses received for post graduate instruction. 

For information and catalog apply to Mrs, B. E. Golightly, R.N., Superintendent. 


Long Distance Phone, West End Pr. Exchange 980 
BIRMINGHAM, ALA. DR. W. C. GEWIN, Surgeon in Charge 


Radium-Therapy Department | Pathological Department 


of e e 
Fic Birmingham Infirmary 
BIRMINGHAM, ALA. 


Established 1916 


| Fully equipped for every test 
Radium in any form for the ther- | | 


apeutic administration | of clinical value. Only standard 
| 


where indicated. methods used. Fee list, media, 


Address communications to 


Birmingham Infirmary 


sterile containers and instruc- 


| tions for shipping specimens 


BIRMINGHAM, ALA. | 


Dr. W. C. Gewin, President 
Dr. H. F. Wilkins, Radiologist 


upon request. 


JOHN V. MIX, Director 
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HILLCREST MANOR 


ASHEVILLE, N. C. 
LOUIS E. BISCH, M.D., Ph.D. 
(Resident Medical Director) 


Sanitarium 


Devoted to the Scientific Treatment of Organic and Functional Nervous 
Diseases. 


A thorough, detailed, individual examination and study made of each patient. All 
the latest methods of psychotherapy employed—including psychoanalysis. Trained, 
graduate nursing—large, airy, cheerful rooms—the seclusiveness of seventeen acres of 
wooded hills with lawns, orchards, and vineyard—wholesome food, cooked under super- 
vision of a dietititian—a congenial, restful atmosphere in an up-to-date building—air, 
water, climate and scenery unsurpassed. 


Patients are Examined for Admission to Hillcrest Manor 
At the City Offices 
Suite 206-208 Haywood Building 
Asheville, N. C. 


(Positively no Insane or Tubercular Persons are Admitted) 


Che Wi 


An ethical seciusion maternity home and hospiral 
for unforturate yourg women Patients accepted 
anv time during ges:ation Adoption of babies wher 
arranged for. Prices reasonable Write for 0- 
page illustrated booklet, 


illows 
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LYNNHURST SANITARIUM “rx” | 


A High-Class Institution for Nervous Diseases, Mild Mental Disorders and Drug Addiction. : 


Situated in the suburbs of Memphis on 28 acres of beautiful woodland and ornamental shrubbery. Modern 
and approved methods in construction and equipment. Thorough ventilation, sanitary plumbing, low 
pressure steam heat, electric light, fire protection, and an abundance of pure water. Special facilities 
for giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced 
nurses and house physician. An improved treatment for Opium-Morphine addiction. 


S. T. RUCKER, M.D., Director Medical Dept. ,| 


KENILWORTH SANITARIUM 


KENILWORTH, ILLINOIS 
(Established 1905) i 

(Cc. & N. W. Railway, Six Miles North of Chicago.) 
Built and equipped for the treatment of nervous and mental 
diseases. Approved diagnostic and therapeutics methods. 4 
An adequate night nursing service maintained. Sound proof |. | 
rooms with forced ventilation. Elegant appointments. Bath iy 
4 


rooms en suite, steam heating, electric lighting, electric eleva- 


tor. 
Resident Medical Staff: 
Minta P. Kemp, M.D. Sherman Brown, M.D. 4 
Sanger Brown, M.D. } 
Consultation by appointment 
All correspondence should be addressed to i 
‘Kenilworth Sanitarium Kenilworth, Ill. 


ses 


For the Care and Treatment of 


NERVOUS DISEASES 


Building Absolutely Fireproof 
BYRON M. CAPLES, M. D., Supt. 


Waukesha, - Wisconsin 


1 
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ARLINGTON HEIGHTS SANITARIUM 


P.O. BOX 978, FORT WORTH, TEXAS 


For Nervous Diseases and 
Selected Cases of Mental Dis- 
eases. 

(Incorporated under laws of 
Texas) 

WILMER L. ALLISON, M.D. 
Resident Physician 
BRUCE ALLISON, M.D. 
Resident Physician 
R. H. NEEDHAM, M.D. 
Resident Physician 
JAS. D. BOZEMAN, M.D. 
Resident Physician 


OCONOMOWOC 
WISCON 
OCONOMOWOC HEALTH RESORT SIN 
— For Nervous and Mild Mental Diseases and Addiction Cases 
Five minutes walk from Interurban between Oconomowoc and 
Milwaukee on main line C. M. & St. P. Ry. 30 miles 
west of Milwaukee 

Built and equipped to supply the demand of the neurasthenic, 
border-line and undisturbed mental case, for a high-class home 
free from contact with the palpably insane, and devoid of the insti- 
tutional atmosphere. 

Fifty acres of natural park in the heart of the famous Wis- 
consin Lake Resort region. Rural environment, yet readily acces- 
sible. A beautiful country in which to convalesce. 

The new building has been designed to encompass every require- 
ment of modern sanitarium construction, the comfort and welfare 
of the patient having been provided for in every respect. The bath 
department is unusually complete and up-to-date. Work-therapy 
and re-educational methods applied. 

Number of patients limited, assuring the personal attention of 
the resident physician in charge. 
New Building Absolutely Fireproof Arthur W. Rogers, B.L., M.D., Resident Physician in Charge 


“DR. MOODY’S SANITARIUM 


. SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addict ions and Nervous Invalids Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Approved 
diagnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each 
with separate lawns, each featuring a small separate sanitarium, affording wholesome 
restfulness and recreation, in doors and out doors, tactful nursing and homelike com- 
forts. Bath rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful park, Government 
Post grounds and Country Ciub. 
T. L. Moody, M.D., Supt. and Res. Physician. 
J. A. McIntosh, M.D., Res. Physician. C. W. Stevenson, M.D., Res. Physician. 
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The Buie Clinic and Marlin ——— 


Sanitarium-Bath House 


connecting with 


The Arlington Hotel = he 
MARLIN, TEXAS 


A thoroughly modern institution for chronic diseases. Capacity of Clinic and Bath recently doubled, install- 
ing every modern convenience and improvement. Using Marlin’s famous hot mineral waters and all approved 
methods of diagnosis and treatments. Marlin waters are similar in analysis to those of the leading spas of 
Europe, coming from a depth of 3400 feet, temperature 147 F. A daily bath capacity of 800. The following 
departmenis are maintained: Internal Medicine, Diagnosis, Urology, Syphilology, Pathology, Roentgenology, 
Dietetics, Electro-therapy, Eye, Ear, Nose and Throat and Hydrotherapy. 


N. D. Buie, M.D., Supt. and Diagnosis, 

F. H. Shaw, M.D., Asst. Supt. and Gyne- 
cology, 

Aug. J. Streit, M.D., Eye, Ear, Nose and 
Throat, 


L. M. Smith, M.D., Urology and Syphilology, 
S. S. Munger, M.D., Roentgenology, 

O. T. Bundy, M.D., Internal Medicine, 

H. S. Garrett, M.D., Internal Medicine, 

Iva Lee Bouslough, M.D., Pathology, 

T. W. Foster, D.D.S. 


‘The Baker 


Sanatorium 
Colonial 
Charleston, S. C. 


A new and thor- 


oughly equipped 
hospital for the care 
of Surgical patients. 


¢ ARCHIBALD E. BAKER, MD., F.A.C.S. 
Surgeon in Charge 
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Dr. Brawner’s Sanitarium 
ATLANTA, GEORGIA 


For Nervous and Mental Diseases, General 
Invalidism and Drug Addictions 


The sanitarium is located on the Marietta 
trolley line, 10 miles from center of city, near 
a beautiful suburb, Smyrna. Grounds consist 
of 80 acres. Buildings are steam heated, elec- 
trically lighted, and many rooms have private 
baths. Patients have many recreations such as 
tennis, croquet, baseball and automobiling. 
Reference: The Medical Profession of Atlanta, 
Address 


Dr. JAS. N. BRAWNER, 
701-2 Grant Bldg. Atlanta, Ga. 


058 S. Fifth Street 
MEMPHIS. TENN. 


PETTEY & WALLACE 


SANITARIUM 


FOR THE TREATMENT OF 


Drug Addictions, Alcoholism, 
Mental and Nervous Diseases 
A quiet, home-like, private, high-class inetitution. 
Licensed. Strictly ethical. Complete equipment. 
Best A dations 
Resident physicians and trained nurses. 
Drug patients treated by Dr. Pettey’s original 
method. 
Detached building for mental patients. 


City View 
Sanitarium 


(Established 1907) 
JOHN W. STEVENS, M.D. 
Physician-in-Charge 
Telephone Main 2928 
Rural Route No. 1 Nashville, Tennessee 


For the Treatment of MENTAL and 
NERVOUS’ DISEASES and ADDIC- 
TIONS. 


New Fifty-Room Department completed January, 
1915. Now have two new buildings, one for each 
sex. A thoroughly modern and fully equipped 
private hospital, operating under state license. 
Large, commodious buildings offering accommo- 
dations to meet the desires of the most exacting. 
Situated out of town in a quiet, secluded place. 
Large, shady grounds. Specially trained nurses. 
Two resident: physicians. Capacity 65. References: 
Medical Profession of Nashville. 
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DR. SEALE HARRIS’ DIETETIC INFIRMARY 


FOR THE DIAGNOSIS AND THE DIETETIC, MEDICAL AND EDUCATIONAL TREAT- 
MENT OF DISEASES OF THE STOMACH AND INTESTINES AND OF NUTRITION. 


THE DIETETIC INFIRMARY HAS NO OPERATING ROOM BUT CONVALESCENT 
SURGICAL PATIENTS ARE ESPECIALLY DESIRED, AS ARE THE FUNCTIONAL NERVOUS 
(REST CURE) PATIENTS FOR WHOM DIET AND HEALTH INSTRUCTION ARE THE MOST 
IMPORTANT INDICATIONS FOR TREATMENT. No TYPHOID, TUBERCULOSIS OR OTHER 
INFECTIOUS CASES WILL BE ACCEPTED. 


THE DIETETIC INFIRMARY IS INTENDED TO BE A HOME WHERE PATIENTS WILL 
BE PROPERLY DIETED AND TREATED AND WHERE THEY WILL BE TAUGHT PERSONAL 
HYGIENE IN AN ENVIRONMENT FREE FROM THE ANNOYANCES OF A GENERAL HOSPITAL. 
IT 1S LOCATED ON BIRMINGHAM'S BEAUTIFUL RESIDENTIAL BOULEVARD, HIGHLAND 
AVENUE. 


FOR FURTHER INFORMATION ADDRESS DR. SEALE HARRIS AT 804-808 
EMPIRE BUILDING, OR DR. SEALE HARRIS' DIETETIC INFIRMARY, HIGHLAND AVENUE 
AND SYCAMORE STREET. BIRMINGHAM, ALA. 


The Tucker Sanatorium, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium of Dr. Beverley R. Tucker 


The Tucker Sanatorium is for the treatment of nerv- 
ous diseases. Insane and acute alcoholic cases are not 
taken. The Sanatorium is large and bright, surrounded 
by a lawn and shady walks and large verandas. It is 
situated in the best part of Richmond and is thoroughly 
and modernly equipped. There are departments for 
massage, medicinal exercises, hydrotherapy, occupation 
and electricity. The nurses are especially trained in the 
care of nervous cases, 


THE HENDRICKS * LAWS SANATORIUM, goo One of the most modern 


and thoroughly equipped 
FOR TUBERCULOSIS private institutions for 
the treatment of tubercu- 
losis. High-class accom- 
modations. Fireproof con- 
struction. Individual 
sleeping porches. Excel- 


CHAS. M. HENDRICKS 


J. W. LAWS lent cuisine. Altitude 4000 
Medical Directors feet. Climate ideal all of 
the year. For further in- 

ROY C. YOUNG formation, address 


M. R. HARVEY 
President 


Aust. Medical Director 
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Th Ci ti it 
Inc. 1873 
For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 
F. W. Langdon, M.D., 
Visit. Consultant 
. B. Rogers, M.D., 
Resident Medical Director 
H. P. COLLINS, Business 5. aaa Egbert W. Fell, M.D., 
Box No. 4, College Hill Res. Clinical Director 
CINCINNATI, SHIO 


“REST COTTAGE?” College Hill, Cincinnati, Ohio 


For purely 
nervous’ cases, 
nutritional er- 
rors and col- 
valescents. 

Completely 
equipped for hy- 
drother- 
apy, massages, 
ete. 


Cuisineto 
meet individual 
needs, 


F. W. Langdom, 
M.D., Visiting 
Consultant 


Egbert W. Fell, 
M.D., Resident 
Clinical Direc. 
tor 


Cc. B. Rogers, 
M.D., Resident 
Medical Direc- 
tor 


H. P. Collins 
Business Man- 
ager 
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Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE INSTI- 
TUTION OF TWO BRICK BUILDINGS—ONE FOR MEN AND 
ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 
Rooms may be had single or en suite, with or without private baths. Small cottages, suitable 
for one patient, are also available. { 


Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 


Life in the out-of-doors, combined with properly selected work for each patient, constitutes 
an important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 
BOOKLET UPON REQUEST 


gShortle’s Albuquerque Sanatorium 


FOR TUBERCULOSIS 
ALBUQUERQUE, - - NEW MEXICO 


Altitude 5,100 Feet. Rates Moderate. Climatic 
Conditions Unsurpassed. 


. A private sanatorium where the closest personal attention i: 
i given each patient. Complete laboratory and X-Ray equipmen' 
for diagnostic purposes. Compression of the lung and sun-bath 
treatment after the methods of Rollier. Steam heat, hot and cold 
water, electric lights, call bells, local and long distance tele 
i phones and private porches for each room. Bungalows if desired 

Situated but 1 1-2 miles from Albuquerque, the largest cit) 
and best market of New Mexico, permits of excellent meals ana 
service at moderate price. Write for Booklet B. 


A. G. Shortie, M.D., Medical Director 


THE POTTENGER LUNGS AND THROAT 

LUNGS AND THROAT 
MONROVIA, CALIFORNIA thoroughiy equipped institution 
Pa the scieniiiic treatment of tuber- 
culosis. High class accommodations 
Ideal all-year-round climate. Sur- 
rounded by orange gruses and beauti- 
ful mountain scenery. Forty-five min- 
utes from a F. M. Potten- 
ger, A.M., D., LL.D., Medical Direc- 
tor. J. Pottenger, A.B, 
Assistant Medica] Director and Chief 
of Laboratory. George H. Evans, M.D., 
San Francisco, Medical Consultant. 
For particulars address: 


POTTENGER SANATORIUM, 
Monrovia, California. 
Los Angeles Office: 1100-1101 Title Ins. 
Bidg., Fifth and Spring Streets. 
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| Washington Radium & X-Ray 
Laboratory 


WASHINGTON, D. C. 


For the treatment of all malignant and benign lesions in which 
Radium, massive doses of X-ray and Fulguration have been rec- 
ommended. 


Address 


DR. C. AUGUSTUS SIMPSON, 
1219 Connecticut Ave., Washington, D. C. 


wv. ST. ALBANS SANATORIUM, 


RADFORD, 

The Hydrotherapy Department is souapiete in every 
detail. Continuous Nauheim and Tonic Ba 

Special emphasis given to Rest, Diet, Occupation! 
Massage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sana- 
torium for the diagnosis and treatment of _ chronie 
medical, nervous and mild mental disorders. It is sit- 
uated 2,000 feet above sea level in the famous blue 
grass region of Virginia. There are two large colonial 
brick buildings connected by a sun parlor 105 feet long. 
Rooms single or en suite, with or without private 
baths. Accommodations for fifty patients. Modern 
and approved methods used in every department. The 
nurses are specially trained to care for nervous 
patients. 

For details write for descriptive pamphlet. 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Aleohol and Drug Addictions 
FOR MEN AND WOMEN 


96 Acre Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C.H.&D. R.R. 

10 Trains Daily. 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 
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RADIUM THERAPY 


in connection with 


NEWELL & NEWELL 


Sanitarium 
705-707 Walnut St., Chattanooga, Tenn. 


An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 
indicated. 


SANITARIUM STAFF 


E. T. Newell, M.D. 
E. D. Newell, M.D. 
G. P. Haymore, M.D. 
T. C. Crowell, M.D. 
J. Marsh Frere, M.D. 


The Radium Institute d 
of New Orleans a 


TOURO INFIRMARY 


DIRECTING BOARD 
Dr. S. M. D. Clark Dr. H. S. Cocram Dr. W. Kohimann 
Dr. U. Maes Dr. E. D. Martin Dr. R. Matas 

Dr. F. W. Parham Mr. A. B. Tipping 


For the treatment of conditions in 
which the use of Radium is indi- 
rated. 


All correspondence should be addressed to 
the Radium Institute. 


DR. E.C.SAMUEL, A. B. TIPPING, 
Radio-Therapist. Secretary. 


definitely established. 


Address: 


RADIUM AND X-RAY LABORATORY 


425-429 Woodward Building 
BIRMINGHAM, ALA. 


For the treatment of MALIGNANT and BENIGN conditions, 
in which the use of Radium and ALLIED MEASURES has been 


Dr. WALTER A. WEED, Director 
425 Woodward Building, Birmingham, Alabama 
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ATLANTA RADIUM LABORATORY 


929 Candler Building 
ATLANTA, GA. 


nadium for the treatment of conditions in which the use of radium is 
indicated. 


For particulars address, 
COSBY SWANSON, M. D. 


Memphis General Hospital 
RADIUM AND X-RAY School of Nursing 


LABORATORY Connected with the 


1207-11 Empire Building University of Tennessee College 
BIRMINGHAM, ALABAMA of Medicine 


offers affiliation to approved Schools of Nursing. 
Excellent opportunities for practical experience 
in all branches of Nursing, Surgical, Medical, 
Obstetrical, Contagious Disease (except small- 
pox) and Pediatrics, also an out-patient depart- 
ment. 


Arrangements will be made with Superintend- 
ents of Schools of Nursing to give students 
branches of service desired. Full maintenance 
with an allowance of fifteen (15.00) dollars each 
month is provided. On completion of service a 


DR. J. A. MEADOWS, certificate and pin of affiliation are aives the 


student. 


Director 


For information on affiliation, address Super- 
intendent of School of Nursing, Memphis Gen- 
eral Hospital, Memphis, Tenn. 


The Southern Radium Clinic, Inc. 


CUSHACHS BUILDING 
NEW ORLEANS, LOUISIANA 


DR. ROBERT BERNHARD STAFF DR. HENRY LEIDENHEIMER 


DR. F. TEMPLE BROWN DR. THOMAS B. SELLERS 
DR. P, J. CARTER DR. PAUL T. TALBOT 
DR. ANSEL M. CAINE DR. H. W. E. WALTHER 
DR. PETER GRAFFAGNINO DR. ARTHUR LEE WHITMIRE 


DR, J. RAYMOND HUME 


DR. CHAS. H. VOSS, Radio-Therapist 


ADDRESS COMMUNICATIONS TO 
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Tulane University of Louisiana 


SCHOOL OF MEDICINE 


(Established in 1834) 


ADMISSION: Ali students entering the Freshman Class will 
be required to present credits for two years of coiiege 
work, which must include Chemistry (General and Or- 
ganic), Physics and Biology, with their laboratories, and 
at least one year in English and one year in a modern 
foreign language. 


COMBINED COURSES: Premedical course of two years is 
offered in the College of Arts and Sciences, which prv- 
vides for systematic work leading to the B. 8S. degree at 
the end of the second year in the medical course. 


School of Pharmacy, School of Dentistry and Graduate 
School of Medicine also. 


Women admitted to all Schools of the 
College of Medicine 


For bulletins and all other information, address 


TULANE COLLEGE OF MEDICINE 
1551 Canal St., 


NEW ORLEANS, LOUISIANA 
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School of Hygiene and Public Health 


of 


THE JOHNS HOPKINS UNIVERSITY 


The fourth session opens October 4, 1921. Opportunities for instruction and investigation will be 
offered in Public Health Administration, Epidemiology, Bacteriology,. Immunology and Serology, Medical 
Zoology, Biometry and Vital Statistics, Sanitary Engineering, Physiology as applied to hygiene, including 
the principles of industrial and educational hygiene, Chemistry as applied to hygiene, including the analysis 
of foods and the principles of nutrition, Social and Mental Hygiene, ete. The courses in these subjects are 
organized upon a trimestral basis, and students may enter the School as candidates for a degree, or as 
special students, at the beginning of any trimester. Men and women students are admitted on the same 
terms. 


July 1921 


Courses are arranged leading to the degree of Doctor of Public Health, Doctor of Science in Hygiene 
and Bachelor of Science in Hygiene. The details in regard to the requirements for matriculation in these 
courses are described in the catalogue of the School, which will be forwarded upon application. 


A Certificate in Public Health may be awarded to qualified persons after one year of resident study. 


An intensive course, comprising conferences, demonstrations and laboratory work, and designed to 
meet the needs of Public Health Officers, will be given from November 14 to December 23, 1921. Fee $50.00. 


For further information address the Director of the School of Hygiene and Public Health, Johns Hop- 
kins University, 310-312 West Monument Street, Baltimore, Maryland. 


Medical College of Virginia ||| UNIVERSITY OF LOUISVILLE 


q UNIVERSITY COLLEGE OF MEDICINE 
a MEDICAL COLLEGE OF VIRGINIA MEDICAL DEPARTMENT 
(Consolidated) 


Eighty-fourth Annual Session begins 
A Medicine-D entistry-P harmacy Sept. 20, 1921. Entrance requirements for 
STUART McGUIRE, M.D., Dean z ion— 

: New college building, completely equipped and the 1921 22 session ~twe years of College 
modern laboratories. Extensive Dispensary service. work including Physics, Chemistry, Biology 

Hospital facilities furnish 400 clinical beds; individ- li ° ae he fif ita? 
ual instruction; experienced faculty; practical cur- and English, in addition to the fifteen units 
riculum. For catalogue or information address work in an accredited, standard high-school. 
J. R. McCAULEY, Secretary 
1140 E. Clay Street Richmond, Virginia The two-year premedical course,of in- 
: struction is given in the Academic Depart- 


ment of the University. A combined B.S.., 
M.D. degree granted after two years of 


POST-GRADUATE COURSES FOR PRACTITIONERS study in College of Arts and Sciences and 


OFFERED BY four years in Medical Department. 
Washington University School of Medicine Well equipped laboratories under full- 
ST. LOUIS, MO. time teachers; Clinical work in the New 
Post-graduate instruction will be offered, be- illion- i i -ti 
ginning September 19, 1921, in internal medicine, Million Dollar City seonpenes. ane 
general surgery, obstetrics and gynecology, pe- teachers in Clinical Medicine and Surgery. 


diatrics, orthopedic surgery, genito-urinary 
surgery, neurology, dermatology, ophthalmology, 


Co-educational. For further information 


laryngology and rhinology, otology, anatomy, and catalogue, address the Dean. 
literature. Courses run 
rom four weeks to one year; fees range from 
$25 to $500. For full information, address HENRY ENOS TULEY, M.D., 
THE DEAN, WASHINGTON UNIVERSITY Par 
SCHOOL OF MEDICINE, ; Louisville, Ky. 


St. Louis, Mo. 


if 
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EMORY UNIVERSITY 


School of Medicine 


(ATLANTA MEDICAL COLLEGE) 
Sixty-seventh Annual Session begins September 28, 1921. : 


ADMISSION: Completion of four-year course at an accredited high school, which requires not less than 
15 units for graduation, and in addition, two years of college credits in Physics, Biology, Chemistry, and 
German or French. ‘The pre-medical course will be given in the College of*Liberal Arts at Atlanta, 
Georgit. Admission to the pre-medical course may be obtained by presenting credentials of 15 units of 4 
high school work, 

COMBINATION: A student who has the requisite credits of School of Liberal Arts for two years, will 
be admitted to the Freshman Class in the School of Medicine of this institution, and upon completion of d 
his sophomore year in the School of Medicine, can obtain his degree of Bachelor of Science from y 
Emory University, gaining his M.D. degree at the close of his senior year in the Medical School. 
INSTRUCTION: Thorough laboratory training and systematic clinical teaching are special features of 
this institution. The faculty is composed of 106 professors and insructors, fifteen of whom are _ full- 
time salaried men, 

EQUIPMENT: Five large new modern buildings devoted exclusively to the teaching of medicine, well 
equipped laboratories, and reference library. 

HOSPITAL FACILITIES: The new negro division of the Grady (municipal) Hospital of 240 beds is in j 
charge of the members of the Medical Faculty during the entire year, and the Senior Students (in small . j 
sections) are given daily clinical and bedside instruction there. Four units of the new Wesley Memorial 
Hospital, 270 beds, are being erected on the campus in Druid Hills and will be gompleted in the early 
spring. This hospital will also be under the complete control of the Faculty for teaching purposes. The 
J. J. Gray Clinic, with a daily attendance of more than 100 patients, affords excellent facilities for clinical 
instruction, 

RATING: This college has a Class A rating, and is a member of the Association of American Medical 
Colleges. 

Catalogue giving full information, also entrance blanks, will be sent by applying to WM. S. ELKIN, 
M.D., Dean. 


MEDICAL COLLEGE | | New Orleans Polyclinic 


OF THE STATE OF 


SOUTH C AROLIN A Graduate School of Medicine, 


Schools of Medicine, Pharmacy and Nursing. Tulane University of Louisiana. 


Owned and Controlied by the State. Thirty-fifth Annual Session opens Sept. 19, 
New Buildings, well equipped {xboratories, 
and a full corps of efficient all-time teachers. ! 1921, and closes June 10, 1922. 
Physicians will find the Polyclinic an ex- 
MEDICAL SCHOOL: A four year high school | | cellent means for posting themselves upon 
course with a credit of 15 High School Units, and at modern progress in all branches of medicine 


least two years of College work, which must include > - ; 
courses in Chemistry, Inorganic and Organic; Phy- and surgery, including laboratory, cadaveric 


sics; Biology; English; and a Foreign Language. work and the specialties. 
PHARMACY SCHOOL: Three years of High 
eginning with the session of 1923-24, four years o 
be For further information, address: 


An abundance of clinical material is furnished by 


the Roper Hospital d by a large, well equipped i 
Dispensary which is pose by the College. Charles Chassaignac, M.D., Dean 
Women admitted to all schools. 
| a 
Next Session begins September 22, 1921. 1551 Canal St New Orleans 
For catalogs address | Tulane also offers highest class education 


H. GRADY CALLISON, Registrar, 
Charleston, South Carolina. 


leading to degrees in Medicine. 


| 
3 


34 


SOUTHERN MEDICAL JOURNAL 


July 192 


FOUNDED 1825. A CHARTERED UNIVERSITY SINCE 1838. 
medical schools in America. 
in every State, and many foreign countries, 

ADMISSION: 
science and language courses. 


FACILITIES: 


tion privileges in six other Hospitals. 
FACULTY: Eminent medical men of national reputation and unusual teaching ability. 


ABUNDANT OPPORTUNITIES for graduates to enter hospital service and other medical fields. 
APPLICATIONS should be made early. 


The Jefferson Medical College of Philadelphia 


NINETY-SEVENTH ANNUAL SESSION BEGINS SEPTEMBER 21, 1921, AND ENDS JUNE 2, 1922, 
One of the oldest and most successful 
Graduates number 13,989, over 5,000 of whom are active in medical work 


Not less than two college years leading to a degree in science or art, including specified 
Preference is given to those who have completed additional work. 

Well equipped laboratories; separate Anatomical Institute; teaching museums; free libra- 
ries; unusual and superior clinical opportunities in the Jefferson Hospital, Jefferson Maternity, and 
Department for Diseases of the Chest, all owned and controlled by the College, together with instruc- 


ROSS V. PATTERSON, M.D., Dean. 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements fo® Admission—Two yearsof college work, including modern languages. 
Chemistry, Biology and Physics, in addition to an approved four year high school course. 
Two large general 


hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 


Facilities for Teaching—Abundant laboratory space and equipment. 


which clinical teaching is done. 
The next regular session will open October 1, 1921. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 


Baltimore, Md. 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


SCHOOL OF OPHTHALMOLOGY 
HERMAN KNAPP MEMORIAL EYE HOSPITAL. 
The following all-day course extending over a period 
of three months is open to qualified medical practi- 
tioners. On completion of the course a certificate of 
attendance is granted to the student with the privi- 
lege of remaining three months as an assistant in 
the clinic. 

1. Daily Clinics in Dis- 
pensary 


SPECIAL POST GRADUATE 
For Graduates in Medicine 
Will be given as follows: 


. External Diseases of 
the Eye 

2. Refraction . Operative Surgery 

3. Muscular Anomalies . Physiological Optics 

4. Ophthalmic Quizes 9. Pathology 

5. Ophthalmoscopy 10. Ophthalmic Neurology 
The course begins October, January, April and July. 
A vacancy occurs on the House Staff July, 1921. 


DR. G. H. GROUT, Secretary 
500 W. 57th St., New York City, N. Y. 


work and treatment. 
3—Instruction in X-Ray Therapy 
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commoner parasites. 


surgical treatment of cancer. 
Apply to Superintendent 


The New York Skin and Cancer Hospital 


INSTRUCTION 


i—Hospital and Dispensary instruction diagnosis 
and treatment of diseases of the skin. 
2—Instruction in syphilis—diagnosis, laboratory 


4—Laboratory instruction in the pathology of 
skin diseases and new growths, including clin- 
ical methods for the demonstration of the 


5—Hospital and dispensary instruction in the 


301 E. Nineteenth Street, NEW YORK CITY 


New Orleans, La. 


Combining New Orleans Post-Graduate School of Medicine. 
Louisiana Post-Graduate School of Medicine. 


Offers courses in all branches of medicine and surgery. 
Special facilities for courses in the Eye, and the Ear, Nose and Throat. 
Faculty numbering over eighty. Abundant cadaveric material. 


Unlimited clinical material in all the hospitals of New Orleans, the medical metropolis of the 


South. 
Students admitted to all courses throughout the year. 
JAMES M. BATCHELOR, M.D., President. 


LOYOLA POST-GRADUATE SCHOOL OF MEDICINE 


JOSEPH A. DANNA, M.D., Secretary. 
Address all Communications to the Secretary, 1533 Tulane Ave., New Orleans, La. 
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University of Virginia 


Department of Medicine 


ENTRANCE REQUIREMENTS: Two years of college work (including courses in physics, 
chemistry, biology, English and an ancient or modern foreign language) after the completion of 
a four-year high school course or its equivalent. 

THOROUGHLY EQUIPPED LABORATORIES in the fundamental medical sciences. All 
instructors in these sciences are full time men. 

CLINICAL INSTRUCTION in the University of Virginia Hospital, which is owned and 
operated by the University as a teaching hospital. Upwards of 2,500 ward patients annually. 
Instruction of medical students the primary interest of the chief professors of medicine and 
surgery, the majority of whom limit their practice to the wards of the University Hospital. Stu- 
dents also receive clinical training in the Blue Ridge Tuberculosis Sanatorium of the State 
Board of Health of Virginia. 

COMBINED DEGREES IN ARTS AND MEDICINE to students who present credit for 
their pre-medical work from the University of Virginia. 

EFFICIENCY AND THOROUGHNESS of instruction indicated by very high standing of 
its graduates before State Boards of Medical Examiners and by the exceptional character of 
hospital interne appointments secured after graduation. 

For catalogues and other information, address 


DEPARTMENT OF MEDICINE 
UNIVERSITY, VIRGINIA 


UNIVERSITY OF GEORGIA 


MEDICAL DEPARTMENT 
AUGUSTA, GA. 


ENTRANCE REQUIREMENTS: The successful 
completion of at least two years of work, includ- 
ing English, Physics, Chemistry, and Biology in 


Uni it f Al b an approved college. This in addition to four 
versl y (@) a ama years of high school, 


INSTRUCTION: The course of instruction oc- 
cupies four years, beginning the second week in 
Py September and ending the first week in June. 
Announces special courses The first two years are devoted to the funda- 
mental sciences, and the third and fourth to prac- 
tical clinic instruction in medicine and surgery. 
of the City o ugusta and Richmon ounty, 
In Medical and Surgical Diagnosis including the hospitals, are under the entire 
control of the Board of Trustees of the Univer- 
sity. This arrangement affords a large number 
and variety of patients which are used in the 
clinical teaching. Especial emphasis is laid upon 
practical work both in the laboratory and clini- 
For further information address the Dean cal departments. 
TUITION: To the residents of the State of 
Georgia tuition is free, to others the tuition is 
$150.00. 
JAMES S. McLES .D. 
For further information and catalogue address 
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INTESTINAL DISTURBANCES 


Especially, at this Season, 


Infantile Diarrhea 


And 


Infantile Gas Colic 


Are continuously reported as being successfully controlled by the ingestion and implan- 
tation of viable bacteria—Bacilli Bulgarici. 


BULGARA TABLETS, H. W. & D. 


Containing Active Bulgarian Bacilli 


Offer a most palatable, convenient and effective 
means for the application of this treatment. 


Stocked by leading wholesale druggists and enter- 
prising retail pharmacists all over the country. 


Regular package, comp!imentarily, and literature upon request. 


HYNSON, WESTCOTT & DUNNING 


BALTIMORE 


Treat Hay Fever 
With 


UPRARENALIN is the remedy in Hay Fever. It 
may be administered locally, internally or Hypo- 
dermatically. 

Locally—Solution and ointment are applied to af- 
fected parts. 

Internally—Solution should be given, so that the 
patient will get from 1/70 to 1/10 of a grain; the 
dose repeated in from 10 minutes to 2 hours, accord- 
ing to effects. 

(Let the patient hold Suprarenalin in the mouth 
for awhile, as the best systemic effects are got by 
absorption through the membranes.) 

Hypodermatically — Suprarenalin Solution in- 
jected into the arm or neck. 

Suprarenalin is recommended in Hay Fever in vari- 
ous forms. Herewith are suggestions made by men 
of authority. 

One recommends using solutions of varying 
strengths from 1:10,000 to 1:1000 made up with nor- 
mal salt solution. To sustain the relief to some ex- 
tent, he suggests spraying over the constricted mu- 
cous membrane a 5 grain to the ounce solution of 
menthol in albolene, benzoinol or other light oil. 


Another uses Suprarenalin Solution in strengths 
varying from 1:10,000 to 1:1000, applying these lo- 
cally to the conjunctiva and nasal membranes. He 
also suggests the following combinations which are 
snuffed into the nasal passages or insufflated by 
means of a nasal blower. 


ARMOUR COMPANY 


CHICAGO 


1 part 


1. Suprarenalin _............. 
Zine Stearate (Comp) ees 
Heavy Magnesium Carbonate ............... 

Mix. Triturate well. 


2. Suprarenalin 
Zine Oxide ....... 
Bismuth subcarbonate .. 


Mix. Triturate ‘well. 
3. Suprarenal gland substance 


Zinc Stearate . 
Zine Oxide .... 


Triturate well. 

Bismuth subcar' nate ....... 
Zine Oxide 
Zinc Stearate .. 


A prominent nose and throat specialist recommends : 
Cocainae hydrochloridi Lees. 15 or gers. iiss 
Sodii boratis ...................-...-- 30 or ers. 
Suprarenalin Sol. (1:1000) 4 or 1 
Aqua Camphorae eee 30 or 5 i 


M. Sig. Use as a spray to the nose 
times daily or oftener if needed. 


Suprarenalin Solution 1:1000 (Armour) is stable. 
uniform, non-irritating and is free from chemical 


preservatives. Literature to Physicians. 


Mix. Triturate well. 


parts 
900 parts 
1 part 
100 parts 
400 parts 


1 part 


.... 20 parts 
.. 80 parts 


four or five 


36 — 
LABORATORY 
a \ PRODUCTS Z 
parts 
...........800 parts 
parts 
: 
5988 


SOUTHERN MEDICAL JOURNAL 


JOURNAL OF THE SOUTHERN MEDICAL ASSOCIATION 


PUBLISHED MONTHLY AT BIRMINGHAM, ALABAMA 


Volume XIV 


JULY 1921 


Number 7 


MEDICINE 


INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, 
DIAGNOSTIC METHODS, ETC. 


RADIOGRAPHY AS AN AID IN THE 
DIFFERENTIAL DIAGNOSIS OF 
PULMONARY DISEASE* 


By JAMES S. McLEsTER, M.D., 
Birmingham, Ala. 


Radiography has proven itself an aid 
of great value in the diagnosis of pul- 
monary disease, although this value is 
often questioned by those who read in the 
plates either too much or too little, usu- 
ally too much. The information obtained 
from the radiogram is of decisive import 
in certain types of disease, but it must 
be borne in mind that in other types, if 
considered apart from the general ciinical 
picture, it can become sadly deceptive. 

The object of this paper is to illustrate 
by means of lantern slides certain pul- 
monary changes, and to call attention to 
the relation which these radiographic 
shadows bear to the other phases of clin- 
ical evidence. 


. PNEUMOTHORAX 


The first group of radiograms, one to 
three, inclusive, was made of a patient 
with right pneumothorax. He came be- 
cause of rapid heart action and told of an 
intense pain in the chest which appeared 
suddenly a few days previously while he 
was attempting to move a piano. The 
physical signs were puzzling, and the true 
nature of his trouble was not surmised 
until he was placed in the fluoroscope, 


_ *Read in Section on Medicine, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 


when there was seen lying next to the 
spine the small collapsed pulsating right 
lung (Fig. 1). 

It is said that spontaneous pneumotho- 
rax is an accident which occurs only in a 
tuberculous lung, but in neither the past 
history, the other radiographic appear- 
ances nor the subsequent course of the 
disease could we find evidence suggesting 
pulmonary tuberculosis. It is interesting 
to note in the next two radiograms the 
gradual approach of the right lung to the 
chest wall with a lessening of the air 
space, then the sudden appearance three 
weeks later of a pneumothorax on the op- 
posite side exactly balancing the space in 
the right, thus suggesting the establish- 
ment of a communication between the two 
pleural cavities. Recovery was complete 
and uneventful. 


SARCOMA 


Sometimes a massive shadow will ob- 
scure an entire half of the chest, and in 
the radiogram there will be little or noth- 
ing to tell of the exact nature of the dis- 
ease. Numbers four, five and six show 
such shadows, all presenting similar ap- 
pearances. Yet, the first represents a sar- 
coma of the lung, the second a massive 
serous pleural effusion, and the third an 
empyema. In the sarcoma the presence 
of fever and leucocytosis with polymor- 
phonuclear increase, resulting from the in- 
fection of an earlier paracentesis, was de- 
ceptive. The physical signs of all three 
were strikingly similar and diagnosis was 
made in one from an incised gland and in 
the others from the aspirated fluid. 
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EXTENSIVE FIBROSIS 


Of the next two radiograms, the first 
(No. 7) is not that of an old man with 
anthracosis, as the markings would lead 
us to suspect, but instead is that of a 
young girl of twelve with no history of 


Fig. 


She had been delicate since in- 


1.—-Pneumothorax, right. 


cough. 


fancy and told a long story of successive 


acute febrile attacks with intestinal de- 
rangement. She was thin and frail in ap- 
pearance and complained recently of cer- 


Fig. 2.—Pneumothorax, 10 days after Fig. 1. 


tain choreiform movements. Nothing in 
the history pointed to pulmonary disease, 
yet the large number of dense shadows 
suggested extensive pulmonary infection, 
probably tuberculous. The sharpness of 
these shadows, and a comparison with her 
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radiogram made eighteen months previ- 
ously, indicated that the processes were 
old and inactive. In contrast we have 
radiogram No. 8 of an older girl who gave 
much the same history. She told of occa- 
sional coughs, yet the abnormal radio- 


Fig. 3.-Pneumothorax, 3 weeks after Fig. 1. 
graphic shadows, especially at the apices, 
are meager. 

SYPHILIS 


Syphilis of the lung is probably more 
frequent than is commonly supposed. 


Fig. 4.—Sarcoma of left lung. Note marked displacement 
of the heart and of the trachea. 

‘Both of the next two patients with pul- 

monary disease had syphilis; one with tu- 

berculosis, the other, I have good reason 

to believe, without. The first (Fig. 9), 

when seen six years ago, presented 
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evidence of limited pulmonary tubercu- 
losis, which pursued a benign course until 
three years later, when he contracted 
syphilis with subsequent accentuation of 
all pulmonary signs. This radiogram 


Fig. 5.—Serous pleural effusion, right side. 


(Fig. 9) was made later and I think it 
fair to assume that the new infiltration 
at the right base, absent in earlier plates, 
is due to syphilis. The other patient (Fig. 


Fig. 6.—Empyema, right. 


10) complained only of an annoying pain 
in his side. He had no cough, was in fairly 
good health and attended regularly to 
business. The radiogram revealed very 
dense infiltration about the middle of the 
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lung, suggesting some active infection 
such as a recent pneumonia. I should like 
to emphasize the fact, however, that noth- 
ing in his history would admit of a sus- 
picion of pneumonia or other septic infec- 


Fig. 7.—Chronic healed tuberculosis. 


tion. The fact that this shadow disap- 
peared almost like magic under anti-syph- 
ilitic medication with no other treatment 
leads me to assume that the lung changes 
represented a syphilitic process. 


Fig. 8.-—Calcified lymph nodes. 


LARVAL INFECTION 


Radiogram 11 shows certain dense shad- 
ows at the base of the left lung. These 
changes were in a thin, pale boy in whom 
we naturally suspected tuberculosis, but 


: 
° 
| 


514 


the appearance and the location of the 
shadows spoke against this disease. This 
boy had hookworm disease and his pul- 
monary troubles improved simultaneously 
with the disappearance of this infection. 


Fig. 9.—-Tuberculosis, syphilis(?) right base. 


It is said that hookworm larvae in passing 
through the lung will produce recognizable 
changes in the radiogram and one is 
tempted to suspect that this patient’s pul- 
monary disease was due to the ankylosto- 
mum duodenale. 


Fig. 10.—Syphilis, left middle lung. 


SEPTIC INFECTION 


Lastly, Fig. 12 is shown as one type of 
the rather large group of septic pulmon- 
ary infections. The history was that of lung 
disease of twenty-four years’ duration 
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and the patient coughed up enormous 
quantities of the three-layered, fetid, 
streptococcus-containing sputum common 
to bronchiectasis. Note the density at 
the left base. Unfortunately no cavities. 
can be distinguished in the radiogram. 


Fig. 11.--Diaphragm obscured left base. 


SUMMARY 


Radiography in diseases of the lung 
will point at times unerringly to the cor- 
rect diagnosis; at other times it will be 
of small value or entirely misleading; at 
all times it must be regarded merely as ' 
one phase of clinical inquiry. 


Fig. 12.—Diaphragm obscured left base, infiltration left 
base. 
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DISCUSSION 


Dr. Paul Ringer, Asheville, N. C—Unquestion- 
ably the opinion of those who are doing lung 
work is that the x-ray is one of the greatest helps 
we have, although at the same time it often gets 
us into deep water. 


In connection with the first slide shown by Dr. 
McLester, that of pneumothorax, and his saying 
that spontaneous pneumothorax was considered 
always due to tuberculous disease, I wish to 
bring to your notice a very remarkable case now 
under my care, in which apparently the patient 
has had three spontaneous pneumothoraces on 
the same side, the first occurring after distinct 
exertion, and corroborated by x-ray. The boy 
came to Asheville and was not under my care, 
but under that of another Fo dagug On some 
further exertion, such as lifting a heavy motor, 
a second spontaneous pneumothorax occurred, 
which was substantiated by another x-ray plate. 

This occurrence happened still a third time, and 
at no time did the boy suffer any symptoms or 
any disagreeable disturbance. I saw the boy in 
consultation and was asked what to do. I am 
keeping the lung compressed with gas for six 
months to try to get the leaking point definitely 
sealed up. I have never had the privilege of see- 
ing bilateral pneumothorax such as Dr. McLester 
has shown. 

I think a discrepancy occurs not infrequently 
between the x-ray findings and physical signs, 
and this at times is rather disturbing. We may 
find more physical signs than the x-ray warrants, 
and we may find fewer physical signs than the 
x-ray warrants. There is comfort in the latter 
condition. 

A radiograph represents primarily a patho- 
logic picture, while the physical signs found on 
examination present what we may term a clini- 
cal picture, and therefore, if after a careful 
physical examination, with certain well defined 
physical signs, we find the x-ray picture has 
greatly overshadowed them, it does not mean the 
patient is in worse condition. 

With reference to those cases that come with 
a diagnosis of pulmonary tuberculosis, which 
have been made simply and solely on the x-ray 
findings, I am reminded of what Dr. Christian 
said: that unless a positive Wassermann reac- 
tion is borne out by clinical evidence, he is 
tempted to question the Wassermann reaction 
until it has been repeated several times. I feel 
very much the same way about the diagnosis of 
pulmonary tuberculosis made solely upon the 
x-ray findings. If these findings do not fit in 
with the general clinical picture and general 
knowledge of the patient, it is quite likely that 
the underlying factor may be some other cause 
than the tubercle bacillus. 


Dr. Douglas VanderHoof, Richmond, Va.—I 
was reminded by Dr. McLester’s paper of a 
woman who came to us with a persistent, aggra- 
vating cough and fever, in whom we found an 
obscure shadow in the lower portion of the right 
lung. We did not make a diagnosis until the 
condition cleared up a few weeks later when she 
coughed up a chicken bone which had been in- 
haled into a bronchus. 

In examining a medical student several years 
ago I found evidence of what I took to be in- 
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cipient tuberculosis. I was dismayed when the 
x-ray plates showed a cavity in the upper right 
chest. It turned out afterwards, following his 
admission to the Trudeau Sanitarium at Saranac, 
that the patient had one of those interesting ring- 
shaped areas due to a localized interlobar pleu- 
risy with an accumulation of fluid. It has been 
my gb to in the last two summers to spend 
my holidays in the Adirondacks not far from 
Saranac, and it is interesting to go over the 
plates which show these -ring-shaped areas, to 
see how they follow these cases by repeated 
x-ray examinations, and to observe how the areas 
vary in size from week to week, sometimes dis- 
appearing, and then again becoming quite large. 
Dr. Lawrason Brown says that the diagnosis 
of pulmonary tuberculosis, instead of being easier, 
is becoming more and more difficult as we study 
our cases more intensively. 

I should like to emphasize one point, and that 
is the differentiation of conditions that are some- 
times confused with advanced pulmonary tuber- 
culosis. For instance, we know that in the 
recognition of early pulmonary tuberculosis we 
can not place much reliance on the absence of 
tubercle bacilli in the sputum, and we have rea- 
son to believe we can diagnose pulmonary tuber- 
culosis before tubercle bacilli appear. On the 
other hand, -in dealing with cases of supposed 
advanced tuberculosis, no such diagnosis should 
ever be made unless we can demonstrate tubercle 
bacilli in the sputum. 

A year ago, at Atlantic City, Dr. MeCrae and 
Dr. Funk read an interesting paper before the 
American Medical Association in which they pre- 
sented a study of 1,200 consecutive patients 
brought to the hospital division for advanced 
tuberculosis. Of these 1,200 cases, over 7 per 
cent were missed diagnoses. They were not cases 
of tuberculosis. One hundred and thirty-four of 
the cases came to autopsy, and of these 5.2 per 
cent were incorrectly diagnosed. The findings 
were not in accordance with the diagnosis of 
pulmonary tuberculosis for which they were ad- 
mitted. The conditions in which the diagnosis 
was missed most frequently were cardiorenal, of 
which there were 19 cases; chronic inflammatory 
conditions within the chest, such as postpneu- 
monic processes, 9 cases; 8 cases of bronchiec- 
tasis; 8 cases of pulmonary abscess; and 6 cases 
of chronic bronchitis and emphysema. Dr. Mc- 
Crae emphasized the point that in a patient with 
an apparently advanced tuberculosis, the diag- 
nosis is never warranted unless tubercle bacilli 
can be demonstrated in the sputum. 

One more point is the question of the diag- 
nosis and the recognition of chronic bronchitis. 
I think all of us make a diagnosis of chronic 
bronchitis rather frequently and perhaps rather 
loosely. It is true, there must be such a condi- 
tion, especially associated with chronic infections 
in the paranasal sinuses with secondary infec- 
tion of the whole respiratory tract. On _ the 
other hand, I want to remind you of the statis- 
tics of Dr. F. T. Lord, of Boston, which im- 
pressed me when I went over them several years 
ago as being of particular interest. In a study 
of 161 cases of individuals who suffered with 
cough and expectoration, and who were found 
to have rales in the chest, it was found on ne- 
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for the symptoms and signs: out of these 161 
cases, 103 were cardiac in origin, 31 were in- 
stances of pulmonary tuberculosis; 15 were cases 
of delayed resolution, abscess or gangrene; 5 
were malignant disease. In the remaining 7 
cases a diagnosis of bronchial disease was appar- 
ently justified except for the fact that 6 of these 
7 suffered with asthma and emphysema, and 1 
had syphilis of the trachea and teenth. There- 
fore, Dr. Lord concluded that out of the entire 
group of 161 cases.coming to autopsy, with 
symptoms of chronic bronchitis, not one was 
found in which the clinical diagnosis of chronic 
bronchitis alone could adequately describe the 
pathologic condition. 


Dr. E. C. Thrash, Atlanta, Ga—I want to re- 
fer to the rings Dr. VanderHoof speaks of. I 
have seen quite a number of these. I have studied 
them carefully. They occur in early tuberculo- 
sis. I have arrived at a conclusion as to their 
cause. I have seen very few of them in ad- 
vanced cases. I have done a great many au- 
topsies upon lungs, and all of you who have 
done so will recall that you quite frequently see 
small emphysematous areas upon the surface of 
the lung; these areas sometimes will become as 
large as a partridge egg, an inch and a half in 
diameter. If you have, and you almost invari- 
ably do have, pleurisy with a tuberculous process 
with these localized emphysematous conditions, 
you are liable to get erosion of the pulmonic 
pleura, with the production of complete pneumo- 
thorax as the result of an air space there and 
not fluid. You have a dark border with central) 
illumination, and that dark border is plastic ma- 
terial thrown around this localized air space upon 
the surface of the lung. In other words, it is a 
localized pneumothorax with a protective border 
of plastic material. These air spaces will dis- 
appear. 

Dr. VanderHoof.—You say there is a combina- 
tion of fluid and air? 


Dr. Thrash.—Usually only air, though fluid 
may exist. I have watched these cases month 
after month. The radiographic pictures change 
and the rings disappear. 


Another thing I want to speak of is the com- 
plete opacities being mistaken for tuberculous 
pleurisy, and the diagnosis verified by drawing 
off the fluid. 


I saw a case some time ago which reminds me 
of the picture Dr. McLester presented here of 
complete opacity with the opaque area extend- 
ing farther over to the right side. A diagnosis 
of tuberculous pleurisy was made. The fluid was 
drawn off quite frequently, but they overlooked 
the fact that this fluid was sero-sanguinous. I 
was called to see this case in consultation after 
repeated drawing off of the fluid. In examining 
the fluid and in observing carefully the posterior 
aspect of the chest I found nodular areas he- 
tween the ribs. On examination of the fluid I 
found large quantities of round cells. The diag- 
nosis at that time was easily made of cancer 
of the lung. It was later found to be endo- 
thelioma of pleuritic origin. Epitheliomas and 
sarcomas of the lung are quite rare, but they do 
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occur, and we must look out for them and not 
make a diagnosis of tuberculous pleurisy until 
we observe these cases carefully. The only dif- 
ference is that cancer will be fatal. But you can 
give the patient a correct prognosis earlier by 
careful observation. 


Dr. C. H. Cocke, Asheville, N. C.—If there is 
one subject that should give us medical humility, 
it is the study of the lungs both by clinical meth- 
ods and by the use of the radiogram. Of course 
every one engaged in this work is constantly 
using the x-ray with increasing benefit and Dr. 
McLester has again shown us in his illustrations 
some of the valuable things we may learn from 
this invaluable agent. 


I shall speak of one condition in this particu- 
lar series which, because of paucity of time, he 
could not touch upon in his paper when discussing 
the diagnosis of pulmonary conditions by means 
of the x-ray. That is, the failure of the x-ray 
to outline definitely pulmonary abscesses. I have 
seen a great many cases in which I have been 
convinced of the correctness of the diagnosis of 
pulmonary abscess, but in which I could not defi- 
nitely determine the abscess by the x-ray, so 
often that sometimes I am rather hopeless of 
getting the information that I want therefrom. 
This, however, in our present state of knowledge 
is no fault of the x-ray. One does sometimes, 
however, discover the definitely localized abscess, 
even though there has developed no well marked 
surrounding ring, and I have in mind one such 
case in which both physical findings and stereo- 
scopic plates showed a well localized abscess at 
the right apex while subsequent plates showed 
that it healed very beautifully. I bring up the 
question of the diagnosis of pulmonary abscess 
by use of the x-ray, as some of you may get the 
impression that the x-ray plate will definitely, 
diagnose abscess of the lungs. In my experience 
this is oftener not the case than we could expect 
and wish. Another pulmonary condition quite 
difficult to diagnose by the x-ray is bronchiectasis, 
which needs no further discussion at this time. 


I rose to say that in my experience the x-ray 
is an invaluable aid in the diagnosis of certain 
pulmonary conditions, but that it is only an aid 
and if we rely upon it to make a diagnosis for 
us of pulmonary abscess we will frequently be 
greatly disappointed. 

‘Dr. John W. Scott, Lexington, Ky.—According 
to the work at Trudeau of Brown and Sampson, 
these rings referred to by Dr. Thrash are not 
manifestations of lesions or disease in the parietal 
pleura. It has been demonstrated they are in 
the interlobar spaces and are due to an inter- 
lobar pleurisy in which there is formation of ad- 
hesions. A rupture of air vesicles occurring 
within these adhesions produces a localized pneu- 
mothorax. They are usually at the upper part 
of the interlobar fissure and in the plane of the 
fissure. They do not occur in incipient tuber- 
culosis, but usually in cases which are at least 
moderately advanced. They vary in size from 
time to time, and are further distinguished from 
the annular shadow of cavity by the fact that 
there is no area of density surrounding them. 
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Dr. Thrash.—I meant a dense ring. 


Dr. Scott—They are areas of lung density. 
The annular shadow which occurs in an area of 
lung density indicates cavity in an area of con- 
solidated lung. 


Dr. L. J. Moorman, Oklahoma City, Okla.— 
Two serious difficulties occur in connection with 
the interpretation of x-ray plates of the chest. 
In the first place, the average clinician does not 
familiarize himself with the x-ray findings suf- 
ficiently to enable him to apply intelligently what 
is found by the x-ray in connection with clinical 
findings. On the other hand, the radiologist has 
not the advantage which comes through a per- 
sonal knowledge of the clinical findings, and he 
is usually too cock-sure of his interpretation. 
The clinician unfortunately often has to depend 
upon the interpretation of the radiologist. If it 
were possible for the clinician sufficiently to in- 
form himself in regard to x-ray findings the 
matter would be materially simplified. 


In connection with pneumothorax, a_ few 
months ago I had an elderly man in the hos- 
pital with a history of gradually increasing 
dyspnea for a period of three years. He had a 
subnormal temperature, a slight increase in the 
pulse rate, and complained of great prostration. 
The interne failed to recognize the fact that the 
heart was decidedly displaced to the right and 
that the patient presented all physical signs of 
a left hydro-pneumothorax. These findings were 
confirmed by x-ray examination. A diagnosis of 
spontaneous pneumothorax resulting from tuber- 
culosis was made. This man in three days came 
to post-mortem examination and we found the 
left lung compressed with adhesions about the 
left apex, holding the lung up high on the left, 
with three or four hundred c. c. of pus in the 
left pleural sac. 


I recently had this interesting experience: a 
man 80 years of age was admitted to the hos- 
pital with a left hydropneumothorax. I exam- 
ined this man about two years previously and 
made a diagnosis then of tuberculosis of the 
right apex. He did not follow advice, but con- 
tinued at his work, and a few weeks ago he sud- 
denly had pain in the left side and went to a 
hospital in a neighboring village where he ran 
an indefinite course with fluctuating temperature 
as high as 102-3° every day with a series of 
chills. An interesting feature of the case is 
the fact that his tonsils were removed with the 
hope of bringing about relief. When he came 
Into the hospital the hydropneumothorax was 
easily demonstrated by physical examination and 
confirmed by fluoroscope and x-ray plate. X-ray 
also showed an old lesion in the right lung, and 
a extensive tuberculous lesions in the left 
ung. 


This case presents a striking example of the 
prevalent practice of removing tonsils. I asked 
a nose and throat man today if he could give 
me a definite indication for removal of tonsils, 
and in a jocular way, which I think we have to 
take more or less seriously, he said: “The first 
indication and chief one is the fact that if we 
do not do it, somebody else will.” 
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FLUID IN THE PLEURAL CAVITY* 


By W. W. Rucks, M.D., 
Oklahoma City, Okla. 


The pleura, like all other serous mem- 
branes, is subject to inflammation from 
both direct and indirect causes, the indi- 
rect greatly predominating. And the pleu- 
ral cavity, like other serous cavities, may 
have fluid accumulate within it, resulting 
from these inflammatory processes. So 
also may fluid accumulate in the pleural 
cavity which is not the result of pleural 
inflammation. Such fluids are transudates 
and may occur in the peritoneal or other 
serous cavities, being one of the mani- 
festations of a general dropsy. It occurs 
in a number of conditions, of which chronic 
valvular heart disease and nephritis are 
the most common. Dyspnea, which is a 
common feature of failing cardiac com- 
pensation, may be much aggravated by 
pleural fluid and considerable relief may 
follow its removal by aspiration. 

Hemorrhage may occur, and blood ac- 
cumulate in the pleural cavity, both from 
traumatic and non-traumatic causes, trau- 
matic being the most common. The bleed- 
ing comes from the parietal pleura and 
not from the perforated lung because of 
the great elasticity of lung tissue which at 
once contracts, closing the path of a mis- 
sile and at the same time the rent in the 
visceral pleura. Hemorrhage into the 
pleura may follow exploratory puncture 
by injury done to intercostal vessels. Diag- 
nosis is based upon the history of injury 
or known pathology such as aneurism or 
caries of ribs, the constitutional symptoms 
which accompany loss of blood, physical 
signs and exploratory puncture. Another 
form of pleural fluid is chyliform and its 
character can be determined only by ob- 
servation of the aspirated fluid. 

Pleural fluids with which we have had 
most to deal are due to pleuritis which, 
like peritonitis, is practically always sec- 
ondary. Peritonitis is due to the ruptured 
appendix, a perforating ulcer or the escape 
of infectious material into the peritoneal 
cavity from some source. And in like 


*Read in Section on Medicine, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 5-18, 1920. 
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manner pleural infections occur by exten- 
sion to or ulceration of the visceral pleura 
overlying a diseased lung, and the nature 
of the primary infection will determine 
the character of fluid which may accumu- 
late in the pleural sac as a result of the 
pleuritis thus set up. It then is quite im- 
portant that the underlying cause, and the 
nature of the primary lung infection from 
which the patient is suffering, be deter- 
mined. 


Let us consider some of these infections. 
Tuberculosis is a common cause of pleural 
effusion, and is almost always secondary 
to infection in some other part of the body 
although the primary source may not be 
discovered. The tuberculous deposit may 
be the result of direct extension from the 
lung or the infection may be conveyed from 
a bronchial gland by means of the lym- 
phatics. The more frequent method of 
pleural invasion consists of direct pulmon- 
ary extensions, the focus from which the 
pleural infection emanates, being super- 
- ficially located in close proximity to the 
serous covering. The pleuritis thus in- 
duced frequently results in an effusion into 
the pleural cavity which is usually a straw 
colored transparent liquid, free from bac- 
teria. Such pleural fluid is generally of 
tuberculous origin. It was not uncommon 
to find this fluid after influenza during our 
recent epidemic, and it is possible. and not 
at all unlikely that clear sterile fluid fol- 
lowing an attack of influenza pneumonia 
is due to an old unrecognized tuberculous 
focus. There is no extension from the 
lung of the specific infection to the pleura, 
but the lighting up into activity of a tu- 
berculous process which is near the peri- 
phery and the resulting pleuritis yields an 
effusion which is commonly found in that 
disease. 


If it is true that the character of pleural 
fluids may be determined by the nature 
of the underlying infection, it behooves us 
to determine the character and type of the 
pneumonia, which is the most common 
primary cause. 


When an appendix ruptures the peri- 
tonitis which follows is due to the colon 
bacillus and other accompanying bacteria. 
So when the lung perforates, to use a syno- 
nym, into the pleural sac, the resulting 
pleuritis is due to the predominating in- 
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fecting agent in the lung and accompany- 
ing bacteria. 

I had an opportunity to observe the sev- 
eral epidemics of respiratory infections 
that visited our army camps and our coun- 
try in general during the past three years. 
I had a continuous service at one of the 
large base hospitals from early in 1917 
until well after the signing of the armis- 
tice. The first epidemic of pneumonia 
which attacked the army came in the 
early fall of 1917 and was truly pneumo- 
coccic in character. The early epidemic 
was truly lobar pneumonia due to the pneu- 
mococcus. The mortality was small com- 
pared with what followed later, and the 
incidence of pleural effusions was also 
small, or no larger than has always 
been the case in a given number of lobar 
pneumonias. The character of the fluid 
was a thick heavy pus, rather light in 
color. No great amount of shock followed 
operation and the predominating tendency 
was to recover. I sometimes think that 
one reason for the low mortality follow- 
ing operation for purulent pleural effu- 
sions in the early days of our experience 
was due to the fact that we were less acute 
in our diagnostic ability and did not detect 
it quite so early. Sufficient time had 
elapsed to allow more complete recovery 
from the pneumonia, an increased degree 
of resistance to be established, and _ suf- 
ficient walling off of the abscess cavity 
protecting the remainder of the breathing 
space from the effect of the atmospheric 
pressure when the chest wall was opened. 
In this fluid the pneumococcus predomi- 
nated. 

In the late fall of 1917 a distinct change 
in the appearance and in the course of 
many of the lobar pneumonia cases was 
noticeable. They became more cyanotic, 
crises were delayed, convalescence pro- 
longed and the incidence of fluid much in- 
creased. The character of the fluid was 
changed, being of a grumose nature, thin, 
dark, flocculent. This change occured 
with the advent of the streptococcus hemo- 
lyticus and at that time it was grafting 
itself upon truly pneumococcic lobar pneu- 
monias. 

Later with the advent of measles and 
bronchial pneumonia the _ streptococcus 
hemolyticus played the principal role and 
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the incidence of fluid greatly increased 
and the character was distinctive, being a 
turbid sanguineous fluid reaccumulating 
quickly after its withdrawal by aspiration. 
Also the fluid which formed in the pleural 
cavity of patients suffering from influ- 
enza pneumonia was most generally of the 
same character, because the hemolytic 
streptococcus played a heavy role in that 
epidemic. It naturally follows that if we 
are thoroughly conversant with the form 
of infection from which our pneumonia 
patient is suffering we shall have some 
idea in advance as to what will be the na- 
ture and character of the complications 


-which may follow. These complications 


can not be prevented as the surgeon would 
prevent a peritonitis by the timely re- 
moval of a diseased appendix. We can 
only wait and deal with them when they 
appear. 


The diagnosis of pleural fluid is com- 
paratively easy. If the case has begun 
with pneumonia it is to be differentiated 
from delayed resolution, and in my expe- 
rience the most constant sign is absence 
of tactile fremitus over the flat area, a pe- 
culiar feeling of resistance, suppression of 
breath sounds or distant breath and voice 
sounds, egophony frequently, and if the 
effusion is sufficiently large, displacement 
signs. 


Fluoroscopy and x-ray are of great 
value, especially in cases of localized or 
encapsulated fluids, which are not at all 
uncommon, and finally the diagnostic 
needle, which also furnishes an opportu- 
nity of determining the character of the 
fluid upon which largely is based the thera- 
peutic management of the case. All agree 
that the fluid should be removed, but the 
manner and time of its removal is a much 
discussed question. 


_ From my observation there is a selective 
time to operate, and that is after the pa- 
tient has had time to build up some degree 
of immunity and the pneumonia has largely 
subsided and perhaps pleural adhesions 
have limited the abscess cavity. While 
waiting for this condition to take place, 
aspiration may be done and considerable 
relief obtained. Some have advocated 
waiting until the fluid has become thick, 
creamy pus, which perhaps gives time for 
the other factors mentioned to take place. 
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It is not the function of this paper to 
discuss the surgical aspect of pleural effu- 
sions, but it is the privilege and duty of 
the internist to advocate the measures 
which his experience and _ observation 
have led him to believe are important fac- 
tors in the recovery of the patient. 


CONCLUSIONS 


1. The pleura bears a close analogy to 
the peritoneum in as much as its major 
involvements are secondary to disease in 
the underlying organs. 

2. The character of pleural effusion is 
determined by the nature of the primary 
infections in the lungs. 

3. There is a selective time for its re- 
moval by operation, which is not upon its 
immediate formation. A sufficient lapse 
of time should be allowed for the forma- 
tion of resisting bodies, improvement or 
recovery from the pneumonia, and the pro- 
tection by adhesions of the remainder of 
the breathing space from the effect of at- 
mospheric pressure when the chest wall is 
opened. 

308 Patterson Bldg. 


DISCUSSION 


Dr. Frank A. Jones, Memphis, Tenn.—These 
pleural fluids etiologically and pathologically are 
very peculiar and strange. In the brief time al- 
lotted for discussion I can do no more than touch 
on some of the features brought out. 

I concur with the Doctor in the fundamentals 
of what he has laid down. He is in keeping 
with modern day teaching, but despite all of our 
progress, despite all our analytical work, despite 
all our laboratory work, there are a great many 
confusing statements with reference to these 
fluids. I want to call attention to these insidious, 
occult, silent fluids either in the pericardial sac 
or in the pleural sac, and particularly in the 
pleural sac. They are the most treacherous of 
all. They are the ones that are fraught with 
ominous signs. Frequently they are not detected 
nor recognized. They do not possess much of 
symptomatology. There is little, if any, accele- 
ration in the heart action; there is no respira- 
tory distress and dyspnea; there is very little 
rise of temperature, and perhaps the patient 
comes to us to find out whether he has pleurisy 
or not, although from the symptoms there is 
apparently very little trouble existing in the 
chest. Most of these types of patients with silent 
fluids come to me with disturbance in the ab- 
dominal wall, with disturbance in digestion, with 
dyspnea, loss of weight, and loss of appetite, and 
upon a thorough physical examination of the pa- 
tient we detect this silent fluid. Numbers of times 
I have seen the pleura studded with fluids and 
no respiratory distress whatever. Numbers of 
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times I have seen patients in whom there was 
effusion where there was no respiratory distress, 
and very little acceleration of the heart action, 
with no temperature, and the patient’s symptoms 
were referred to the abdominal cavity. On thor- 
ough physical examination I have found fluid, 
and in a short time the case has progressed until 
it has reached an acute fulminating tuberculosis. 

I want to draw attention to one important 
physical sign, namely, flatness on percussion. I 
regret to say that in this day and age there are 
still text-books which refer to dullness and flat- 
ness conjointly. There is as much difference be- 
tween flat and dull as there is between high G 
and low C. If we have a dull note, it is an indi- 
cation of pulmonary involvement. If we have a 
flat note, in nine cases out of ten we have a 
pleuritic effusion of some nature. 

The essayist made reference to tactile fremitus. 
In the presence of tactile fremitus there are 
times when we find the whole cavity studded with 
fluid and we not only have pronounced tactile 
fremitus but egophony and pectoriloquy existing, 
with signs of a high pitched note, yet on percus- 
sion hinges the diagnosis. With the note you 
elicit on percussion you will not find any fluid, it 
does not matter under what tension the lung is 
or what portion of the lung is subjected to ten- 
sion. It does not make any difference what the 
pathologic state is in the lung, if you have a flat 
note on percussion with other findings of consoli- 
dated jung, you are sure of effusion, with very 
rare exceptions. 

I find this fault with young students of medi- 
cine: they confuse this high pitched respiration, 
this pectoriloquy on auscultation, and _ particu- 
larly in children with consolidated lung, particu- 
larly after pneumonias. As a matter of fact, 
if they had gone a little farther and paid a little 
more attention to the percussion note rather than 
to the ausculatory findings, they would not have 
confused the affected side with consolidation. 
We can have in children a co-existing consolida- 
tion and delayed pneumonia or unresolved pneu- 
monia, whatever that means. 


Dr. Allan Eustis, New Orleans, La.—There is 
one type of pleural effusion that we meet espe- 
cially in the South, and that is the effusion we 
find accompanying perforating abscess of the 
liver—abscesses that perforate through the dia- 
phragm, eventually opening into a_ bronchus. 
One would expect to find a purulent effusion— 
that is, an empyema, but instead we find a clear 
straw-colored fluid in the majority of instances. 
This has been brought out very clearly by a 
French author in his book entitled “Maladie du 
Foi.” We have found it in our clinic in New 
Orleans. I wish to call attention to this because 
these individuals are aspirated and allowed to 
go and they cough continually for three or four 
weeks; they cough up from a cup to a pint of 
pus. I know of one instance in which this hap- 
pened in one of the largest clinics in the country. 
_ I differ with the essayist in one point, and that 
is, he states that aspiration may be done at an 
early stage in an effusion that is known to be 
purulent. He compares the pleura to the peri- 
toneum. We know that the most efficient way of 
overcoming infection in the peritoneum is to em- 
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ploy early drainage, and I do not see why the 
same good reason should not apply to the pleural 
cavity. Certainly, in my own meager experience 
with those cases I have followed with the sur- 
geon, the sooner the effusion is evacuated the 
sooner the individual will recover. 

Dr. E. C. Thrash, Atlanta, Ga.—I wish to men- 
tion the etiology of these effusions. Effusions 
come from stasis or transudates and from infec- 
tious exudates. The infectious exudates come 
from tuberculous infections of the pleura and pyo- 
genic infections both of the pleura and the lung. 
The transudates simply are the results of a leak- 
ing out from the pleura into the sac from ca- 
chexias of the heart, liver and kidneys chiefly. 
They are usually brought about from heart weak- 
ness. These transudates are sterile. Tuberculous 
exudates are practically sterile and always give 
a clear limpid fluid, and in my opinion unless 
they are embarrassing to the patient’s respira- 
tion they are beneficent and should not be dis- 
turbed. They compress the lung and put it at 
rest, and as long as the respirations and circu- 
latory system are not interfered with, this exu- 
dative process should not be disturbed. The in- 
fectious exudate of pyogenic origin either may 
or may‘not be disturbed. They sometimes should 
be drained regardless of the embarrassment sim- 
ply to relieve the patient of infectious material 
that might be absorbed and produce greater tox- 
emias, but I am afraid we disturb these oftener 
than we should. 

The streptococcus exudates are limpid, but have 
a cloudy appearance and you can always grow 
bacteria from these exudates. If the laboratory 
man tells me he gets a sterile growth from an 
exudate due to bronchopneumonia, I know that 
there is an error in his technic. These become 
purulent later, but frequently they will remain 
cloudy with purulent material through them to 
the end unless they are opened. 

They always become purulent if drainage is de- 
layed. When you have pneumonias accompanied 
with streptococcus exudate into the pleura and 
it accumulates in quantities it should be drained 
both to relieve respiratory embarrassment and to 
prevent toxic absorption. 

Dr. Thompson Frazer, Asheville, N. C.—I want 
to disagree with the essayist in that I do not 
think the diagnosis of pleural effusion is always 
so simple. I think in the case of lobar pneu- 
monia, where we get post-pneumonic accumula- 
tions, the diagnosis may be relatively easy. This 
usually happens after the defervescence and our 
attention is called to’ the presence of fluid. In 
the empyemas accompanying bronchopneumonia 
it is sometimes far from easy to make a diagnosis. 
You have a patient who is sick, who is already 
running a temperature and has other toxic symp- 
toms, and it is not always easy to distinguish 
fluid by the physical signs. 

It was my good fortune to have been stationed 
at Fort Oglethorpe during the winter of 1918, 
where we had a great many cases of empyema, 
and we found it difficult at times to determine 
when we had fluid present. As for the bronchial 
breathing and voice sounds, we found we had 
bronchial breathing and increased whisper nearly 
as often as we had diminished sound conduc- 
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tions. Quite often the voice was very high 
pitched and sounded near the ear. It was high 
pitched with an egophonous quality. 


I agree with Dr. Jones that one of the most 
valuable signs is the absence of tactile fremitus. 
We may get increased vocal resonance, but as 
a rule we get no tactile fremitus. 


Dr. Carl Weidner, Louisville, Ky.—In the diag- 
nosis of pleural effusions I should like to empha- 
size the following points: Flatness, not dullness 
on percussion over the exudate; absence of vocal 
fremitus; increased sense of resistance. Ausculta- 
tion signs vary with the character of the exudate 
and the level to which this rises in the pleural 
cavity. In the ordinary serous transudates and 
the sero-fibrinous pleuritic exudates you get not 
absence of respiratory sounds as has often been 
erroneously taught, but distant bronchial breath- 
ing and also transmission of voice and _ whis- 
pered sounds. The bronchial breathing is most 
marked when the fluid reaches high up and com- 

resses the lung towards its root. Overpuru- 
ent exudates all sounds may be absent. Just 
above the line of the fluid we often get the bleat- 
ing voice, egophony. 


Two more points of importance in the diag- 
nosis of pleuritic exudates and the diagnosis be- 
tween these and intra-pulmonary diseases are: 


1. Grocco-Rauchfuss triangle, a triangular area 
of flatness on the opposite side close to the verte- 
bral column with the apex upward; 


2. The absence of moist rales in the case of 
pleuritic exudates. 


“In any doubtful case a test puncture ought to 
be made. 


Dr. Graham E. Henson, Jacksonville, Fla.—The 
point has been brought out by the essayist and 
in the discussion as to the selection of the time 
for the removal of the fluid. While as internists 
we may not be particularly interested in the sur- 
gical aspect of this subject, nevertheless, it is 
a matter of a great deal of importance to us 
oo we consider the convalescence of our pa- 
lents. 


During my medical service in a base hospital 
in the late war, from 1918 to 1919, we had two 
epidemics of pneumonia. During the first epi- 
demic we adopted the usual practice at that time 
of transferring our pleuritic effusions to the sur- 
gical service just as soon as we made a diagnosis 
of effusion. They were promptly operated upon 
and their convalescence was longer than in our 
second epidemic, when we waited a considerable 
number of days before transferring them to the 
surgical service and found the convalescence was 
not as protracted as when they were operated 
upon early during the effusion. The mortality 
rate was also higher in those cases in which aspi- 
ration was attempted early. 


Dr. E. A. Peterson, Denver, Colo.—A discussion 
of pleuritic effusions is of the greatest interest in 
connection with tuberculosis. We see a great 
many of our tuberculous patients die from pleu- 
ritic effusions and they die principally because 
the effusions are not drained off. 
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I should like to mention in the way of diagnosis 
the use of the needle, a method that is available 
tc every man. Take a hypodermic needle, or one 
larger than the ordinary needle, and stick it 
anywhere in the lung or chest and you will not 
do any harm. Formerly we were afraid of punc- 
turing the pleura just as surgeons were afraid 
of puncturing the peritoneum. It is practically 
a harmless procedure. You can puncture in a 
dozen places at one sitting, and if you are in 
doubt as to whether you have pleuritic effusion 
or not, get your needle and go in there and be 
absolutely intrepid in going in. You can not 
hurt anything if you stick to the lung. It heals. 
The blood vessels at the periphery of the lung 
are not large enough to cause hemorrhage that 
amounts to anything, and leaving an effusion in a 
tuberculous patient is bad policy. 


My idea as to the cause of pleuritic effusion in 
these cases is that where you have a clear fluid 
you have a poison in the lung or pleura and Na- 
ture, in her efforts to dilute the poison pours out 
a greater amount of fluid. If you allow the poi- 
son to remain, although it is diluted, it causes 
pain, and this poison will be absorbed and the 
patient will remain sick until you remove the 
fluid. I therefore think we should have recourse 
to the needle and not wait for physical signs 
which may be uncertain. We ought to aspirate 
and aspirate freely in different places. Fre- 
quently we have the fluid encapsulated. Some- 
times we have adhesions in one part of the chest 
and fluid in another, which will interfere with 
the diagnosis from the physical signs, but by 
the use of the needle we can make a diagnosis 
and drain off the fluid and the patient gets better 
immediately. 


Dr. Rucks (closing).—I made no effort to 
cover everything in regard to pleural effusion, 
either as regards the diagnosis, the treatment, or 
etiology. 


I agree with Dr. Jones absolutely that percus- 
sion is one of our most valuable methods of de- 
termining whether we have a pleural effusion or 
not. The note must be flat, and in my experience 
over this flat area tactile fremitus is entirely and 
always absent. However, vocal fremitus may be 
much increased even to the point of egophony, 
also bronchial breathing may be very distinct. 
As to the immediate removal of purulent pleural 
fluid, I have some very strong convictions regard- 
ing that. I agree with Dr. Eustis that all puru- 
lent accumulations should be drained, but even 
in the peritoneal cavity there is sometimes a se- 
lective time to operate. After noting the les- 
sened shock and less stormy and quicker conva- 
lescence of a few individual cases in whom a 
diagnosis was delayed, I came to the conclusion 
that it was not a good idea to operate too early, 
and I think that method was adopted in our hos- 
pital at Fort Sam Houston, and also judging from 
literature it was adopted pretty generally 
throughout the army base hospitals. A _ short 
time should elapse before the purulent effusion 
is operated, permitting conditions to take place 
which diminish the danger of overcoming the 
vital capacity of the lungs when the chest wall 
is opened. 
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DIABETES MELLITUS IN THE 
NEGRO RACE* 


By I. I. LEMANN, M.D., 
New Orleans, La. 


I have been led to make the present 
study of the incidence of diabetes mellitus 
among the negroes for several reasons. In 
the first place, the study of the peculiari- 
ties of this race and its susceptibility to 
various diseases is of scientific and eco- 
nomic importance to the South and to the 
Nation. Slowly through accumulated con- 
tributions of Southern medical men dur- 
ing the past half century, we have gained 
a vast fund of information concerning the 
negro’s weakness and his dangers to him- 
self and to the rest of the population. 
Anything that serves tc complete our 
study of this race adds to our ability to 
conserve its powers and to reduce the dan- 
ger which it represents as a reservoir from 
which disease spreads. 

Secondly, the study of any racial sus- 
ceptibility to a given disease is of partic- 
ular value from the point of view of eti- 
ology. The comparative study of inci- 
dence in several races may well furnish 
some clue to the cause of the disease. This 
comparative study becomes all the more 
valuable when the race studied differs not 
only in physical make-up, but also in 
mental and moral habits from the other 
people by whose side it is living. There 
is probably no disease in which such an 
examination of relative incidence should 
prove as profitable as in diabetes mellitus, 
for in no disease do racial characteristics 
seem to play so important a role. Its 
greater prevalence among the Jews, for 
example, has long been a matter of note. 
It is not too much to hope that increasing 
knowledge along these lines may eventu- 
ally assist in the solution of the mystery 
of the cause of the disease. 

Formerly it was supposed that diabetes 
was comparatively rare in the negro race. 
About ten years ago, from a study of the 
statistics of the Charity Hospital, 1898- 
1909, I was able to show that the relative 
incidence was greater in the whites than 


*Read in Section on Medicine, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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in the negroes: .72 per M for the former 
against .47 per M for the latter. The ne- 
groes furnished 40 per cent of the admis- 
sions, but only 30 per cent of the dia- 
betics. 
TABLE I. 
DIABETES MELLITUS IN CHARITY HOSPITAL, 
1898-1909. 


White Negro White Negro Total 


Year Cases Cases Admiss. Admiss. Admitted 
1898 2 4,738 2,996 734 
1899 5 0 5,068 3,412 8,480 
1900 4 0 4,614 3,114 7,728 
1901 7 3 4,657 3,068 7,725 
1902 7 2 4,928 3,248 8,176 
1903 6 3 4,767 3,434 8,201 
1904 2 0 5,300 3,299 8,689 
1905 2 1 5,091 3,321 8,412 
1906 1 0 5,027 8,425 8,452 
1907 4 3 5,294 3,556 8,850 
1908 3 2 5,874 3,666 9,540 
1209 2 2 5,850 3,726 9,576 
45 19. 61,298 40,265 101,565 


glomo i per M; negro, .47 per M. White and negro, 


.63 per 4 
Percentage of diabetics: white, 70; negroes, 30. 
Percentage of admissions: white, 60; negro, 40. 


Such a difference, however, hardly war- 
rants the conclusion that diabetes is rare 
among the negroes. In another series 
taken from the Out-Patient Medical Clinic 
of the Touro Infirmary at that time, there 
were 3 cases of diabetes in 2,265 whites, 
or 1.3 per M, and 5 cases of diabetes in 
3,138 negroes, or 1.5 per M. The negroes 
were 58 per cent of the series and fur- 
nished 62 per cent of the diabetics. There 
is another factor to be taken into consid- 
eration in judging these figures, namely, 
the social position of the patients. These 
patients were all poor, whereas diabetes 
is notoriously a disease of the well-to-do. 
Von Norden' remarked: 

“In Berlin the absolute number of cases in the 
upper ten thousand is greater than in the lower 
hundred thousand and the same proportion is 
said to exist in London. In other words, wealth 
and culture increase the liability tenfold.” 

_ The negroes belong practically entirely 
to the lower classes, hence the hospital fig- 
ures represent probably the total incidence 
among them, while, on the other hand, the 
hospital statistics covering only poor 
whites do not represent the total incidence 
for the whites. What the liability of the 
negroes would be if their mode of living 
were changed, we do not know. However, 
their relative liability, the factor to be at- 
tributed to race and not to poverty, may 
justly be estimated when comparison 1s 
made between poor whites and poor ne- 
groes; hence I consider the hospital records 
a fair and trustworthy guide. A recent 
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analysis of the Charity Hospital reports 
for the subsequent period, 1910-1919, has 
confirmed the impression obtained ten 
years ago in a remarkably accurate way 
and has added, at least, the very valuable 
evidence that the increase in diabetes has 
fallen upon both races with practically 
equal force. 


TABLE II. 
DIABETES MELLITUS IN CHARITY HOSPITAL, 
1910-1919. 
White Negro White Negro Total 
Year Cases Cases Admiss. Admiss. Admitted 
1910 1l 0 6,719 4,594 11,313 
1911 20 7 7,314 4,906 12,220 
1912 15 5 7,838 5,145 12,983 
1913 5 3 8,405 5,944 14,349 
1914 19 9 9,700 7,042 16,742 
1915 8 7 9,897 7,926 17,823 
1916 21 ll 10,111 8,540 18,651 
1917 13 9 10,908 8,686 19,651 
1918 15 4 11,859 7,862 19,221 
1919 8 4 9,789 7,359 17,148 
135 59 92,040 68,004 160,044 


White, 1.4 per M; negro, .86 per M. White and negro, 
1.2 per M. 

Percentage of diabetics: white, 70; negro, 30. 

Percentage of admissions: white, 57; negro, 43. 


Again the negroes have been 43 per cent 
of the admissions and have furnished 30 
per cent of the diabetes as contrasted with 
40 per cent of the admissions and 30 per 
cent of the diabetes in the former period. 
The total incidence of diabetes has risen 
from 64 cases in 101,565 admissions in 
the first period to 194 cases in 160,044 ad- 
missions in the second period. This rep- 
resents an increase from .63 per M in 
1898-1909 to 1.2 per M in 1910-1919, or 
an increase of 90 per cent. The incidence 
among the whites rose from .72 per M to 
1.4 per M, or 94 per cent; that among the 
negroes rose from .47 per M to .86 per M, 
or 83 per cent. 


TABLE III. 

INCREASE IN DIABETES MELLITUS AT CHARITY 
HOSPITAL 

0.63 per M. Total incidence 898-1909 

1.20 per M. Total incidence ..... 

by per M. White incidence ..... 1898-1909 

4 

0.4 

0.8 


0 per M. White incidence ..... 1910-1919 94% + 

Hence it is fair to say that whatever in- 
fluences have contributed to the increase 
of diabetes, noted by Joslin and other ob- 
servers, have affected white and negro 
alike and the latter has shown no especial 
immunity to the operation of their forces. 

The wealth of material of syphilis in 
Charity Hospital makes it worth while to 
analyze these figures from this point of 
view. Warthin? considers that syphilis 


1 
1910-1919 90% +" 
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plays an important role in the production 
of diabetes. He has written that: 

“Diabetes may be associated with the more 
marked degrees of syphilitic pancreatitis; and in 
our autopsy service all of our diabetic cases have 
been so associated; but that a number of cases 
of syphilitic pancreatitis of similar degree of se- 
verity have not presented the clinical symptoms 
of diabetes. It seems very probable, therefore, 
that latent syphilis is the chief factor in the pro- 
duction of the form of pancreatitis most fre- 
quently associated with diabetes, but that dia- 
betes is not always associated with severe degrees 
of this type of pancreatitis.” 

If this contention be correct, we should 
find diabetes more common where syphilis 
is more prevalent. The syphilization of 
the negroes is a matter of common notice 
and its importance is not difficult to prove 
from the occurrence of conditions which 
find their basis in syphilis. But diabetes 
is not more but less common among the 
negroes than among the whites. The negro 
portion of the admissions is roughly 40 
per cent, the negro portion of diabetes is 
30 per cent, but the negro portion of such 
diseases as syphilitic iritis, gumma of the 
brain, gumma of the liver, aneurysm of 
the aorta, is 60 and 70 per cent. The 
negro portion of all cases of acquired 
syphilis is 56 per cent and of congenital 
syphilis 52 per cent. 

TABLE IV. 
CHARITY HOSPITAL, 1910-1919 
Whites PerCt. Negroes Per Ct. 
Admissions 92,040 68,004 43 


CO 135 70 59 30 
Aneurysm of Aorta... .... 107 30 244 70 
Acquired Syphilis wise 44 3,484 56 
Congenital Syphilis —. : 175 48 183 52 
“Gumma of Brain” . .. 82 41 115 59 
Gumma of Liver ; 11 40 16 60 
Syphilitic Iritis 50 35 93 65 
Locomotor Ataxia .............. 129 80 31 20 


If syphilitic pancreatitis is the chief or 
even a frequent factor in the production 
of diabetes, it is strange that we do not 
see an abundance of diabetes in the negro 
services of the Charity Hospital which 
are so rich in all other luetic phenomena. 

It is fair, I think, to conclude that syph- 
ilis is playing no important part in pro- 
ducing diabetes. This, however, is very 
different from saying that syphilitic pan- 
creatitis does not at times produce dia- 
betes. 

Attention has been drawn time and time 
again to the effect of nervous influences 
in the production of diabetes. Nervous 
strain, intense application to business, 
mental shock and worry have frequently 
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seemed to play an important role, at least 
in precipitating the phenomena of the dis- 
ease or aggravating it. The negro race 
is to a very great degree free from these 
influences. The average individual is 
happy-go-lucky, living from hand to mouth 
and from day to day, without great re- 
sponsibilities and without great ambitions 
which carry with them great cares. I do 
not mean that the race is without the finer 
sensibilities, but that its nervous burden 
is light and its nervous toll is small aside 
from the ravages of lues. The mental and 
nervous make-up of the negro is in marked 
contrast to that of the Jews, among whom 
diabetes is disproportionately frequent. 
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DISCUSSION 


Dr. E. B. Bradley, Lexington, Ky—My impres- 
sion was that diabetes in the negro is exceed- 
ingly rare. In Lexington we have quite a num- 
ber of negroes, but during the past ten or twelve 
years in private and hospital practice I can recall 
only one case of diabetes in this race. However, 
this does not mean that the incidence of this dis- 
ease may not be as great with us as in New 
Orleans; for the number of negroes treated in 
my experience has not been very large. As I 
have said, I have seen only one case of diabetes 
in the negro and that was in a mulatto. I have 
not seen a case of locomotor ataxia in a negro. 
One of our leading neurologists tells me that he 
has seen but one case of locomotor ataxia in a 
negro in thirty-five years’ experience. Our im- 

ression has been that diabetes in the negro race 
is exceedingly rare. If we consider only the 
white patients seen in hospital practice, we should 
think it very rare among them also, especially in 
a small city like Lexington, where there are prac- 
tically no Jews. The incidence of diabetes in 
private practice is rather large. 

Knowing that many cases of diabetes acquire 
tuberculosis I questioned two of our Lexington 
physicians who have had charge of a tuberculosis 
dispensary for some years in regard to this mat- 
ter, and they did not remember ever having seen 
a case of diabetes in a negro. 

It has surprised me not a little to know that 
diabetes does occur in the negro about as often 
as in the white in hospital practice. 

Dr. G. Canby Robinson, Nashville, Tenn.—This 
paper opens up a very broad problem that may 
be of considerable interest in the future and it is 
now in its infancy, namely, the relation of an- 
thropology to medicine. Dr. Draper, of New 
York, has been very much interested in the rela- 
tion of types of individuals to the diseases to 
which they seem to be liable. His attention was 
called to this matter in studying a large number 
of children with poliomyelitis. He was impressed 
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with the fact that there was a certain type of 
child that was liable to become infected with 
poliomyelitis, while another type of child was not 
so liable. Dr. Draper has gone on with this 
study and has investigated, for instance, tabes. 
He believes a certain type of individual, which 
he can determine by anthropological study, is 
liable to the development of tabes, while others 
are not. That may have some bearing on this 
problem. I bring it up as a suggestion, and it 
is a point well worth studying whether there is 
some relation between the type of individual and 
a that that type of individual is liable 
o have. 


_Dr. J. B. McElroy, Memphis, Tenn.—My prac- 
tice for twenty-five years has been largely con- 
fined to negroes, the first ten years almost en- 
tirely in the Delta. I recall one case of diabetic 
coma in an old negro, although I do not recall 
any other cases in that practice. There may 
have been many more. 

In our Memphis General Hospital we have a 
large entrance of negro patients and the inci- 
dence of diabetes here is also very rare. 

Dr. Mary Freeman, Jacksonville, Fla.—I should 
like to ask the author of the paper whether there 
was a great deal of admixture of white blood in 
the darkies in whom he noticed diabetes. As far 
as my observation goes, black negroes stand shock 
and accident better than the lighter ones. I 
have not as yet seen a black negro who showed 
any high degree of nervousness, no matter what 
ailed him. But the more white blood they have, 
the more nervous they become. I wonder if that 
has anything to do with it. 


Dr. O. R. Miller, Louisville, Ky—I should like 
to ask Dr. Lemann whether these cases were true 
diabetes or not, whether some of them may not 
have been cases of transient glycosuria? 


Dr. E. H. Martin, Hot Springs, Ark.—I do not 
think that there has been enough stress laid on 
the diet by the essayist. For a great many years 
I practiced on a large plantation near the loca- 
tion Dr. McElroy described and almost exclu- 
sively on negroes. There were at least five thou- 
sand negroes in my territory, but I can only 
recall two or three cases of glycosuria in twelve 
years’ time. These negroes lived on the usual 
“rations,” corn meal, fat meat and molasses, and 
used a large proportion of green vegetables. It 
may be that in New Orleans they have more to 
eat and less open air exercise. It may be a 
question of nervousness, but it is more likely a 
question of food. Diabetes is very common 
among the Jews of America, but is there as large 
a proportion of diabetic cases in parts of Europe 
where the Jews are not so well fed? They are 
noted for being hearty eaters and good livers in 
this country, but they are also noted for being a 
very nervous race. I have investigated a num- 
ber of these cases as to the possibility of syph- 
ilis of the liver or pancreas as a cause of glyco- 
suria. In the absence of history or positive blood 
reactions they were given anti-syphilitic treat- 
ment. The result has been quite disappointing 
although in a few cases the glycosuria disap- 
peared so promptly after the administration of 
arsphenamin that I was compelled to_ believe 
these particular cases to be syphilis of the pan- 
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creas, but after all I think the exciting cause in 
most cases is the amount of carbohydrates in- 
gested and the amount of over-eating of all kinds 
that is done. The negroes probably will produce 
as high a proportion of diabetics when they live 
as the white people do. 


Dr. Lemann (closing).—I shall try, in the first 
place, to answer the questions that have been 
asked. Of course, the 59 cases of diabetes were 
not entirely in my service, so that I can not state 
positively they were all of pure race. But I 
have observed repeatedly diabetes in pure jet- 
black negroes. 


I would like to answer the question as to the 
possibility of these cases not being true diabetes 
mellitus, but simply transient glycosurias. Since 
the cases are not all of my own observation, I 
can not of course vouch for the accuracy of all 
the diagnoses, but I might say the figures confirm 
my own impressions. It would be much more 
likely for a diagnosis of diabetes to be missed in 
a general hospital than for a diagnosis of it to be 
made when the disease did not actually exist. 
One must take into consideration what one means 
by transient glycosuria. I think every one who 
has had a large experience with diabetes must 
agree with the viewpoint of Joslin, namely, that 
any one who has through a fairly prolonged pe- 
riod a glycosuria which will disappear is to be 
regarded as a diabetic, or, at least, as a potential 
diabetic. In other words, I think these figures 
are fair as to the incidence of diabetes among 
the negroes as they come to the Charity Hos- 
pital, and they represent the incidence of diabetes 
in pure jet-blacks. 


As to the influence of diet and food and mode 
of living, I purposely omitted that phase of the 
subject in order to make my paper short and to 
make it bear directly upon the matter of inci- 
dence. I may say in reply to Dr. Martin that 
the incidence of diabetes among Jews, where they 
are not so well fed as they are in America, still 
shows a preponderance of diabetes in that race. 


A study of modern diabetes has shown that it 
exists much more among the poorly-fed Jews 
than the poorly-fed people among whom they 
live, and it is my impression, and I think it is 
fairly well accepted, that among those who have 
studied diabetes it is not so much a question of 
the high living of the Jews as it is some racial 
make-up which makes diabetes more prevalent 
among them. I would not deny the effect of 
diet. In that connection I think every one has 
had the experience of seeing some of the worst 
cases of diabetes among people who can never 
be accused of living very high. One of the worst 
cases of diabetes I have ever seen was a poor Mis- 
oo farmer who had never lived well nor been 
at. 


In a former paper I called attention to the 
effect of the rations of the negro upon the inci- 
dence of diabetes. It is true, the negro does live 
largely upon carbohydrates. In the sugar dis- 
trict, in the grinding time, he will live to a large 
extent on sugar cane and upon corn meal, but 
as Naunyn has remarked, those people who live 
largely upon carbohydrates are not particularly 
prone to diabetes. 
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I wish to conclude my remarks by emphasizing 
the points I tried to bring out. First, syphilis 
is not playing an important role in the produc- 
tion of diabetes. Second, that whatever it is that 
is causing an increase in diabetes, which is well 
known the world over, is acting at the same time 
in the same porportion among the negroes as it is 
among the whites. 


THE DIAGNOSIS AND TREATMENT 
OF TUBERCULOUS COLITIS* 


By A. W. CALLoway, M.D., 
Asheville, N. C. 


The hopelessness of a cure or the fre- 
quent failure of treatment to benefit intes- 
tinal tuberculosis has given physicians 
great reluctance in expressing a positive 
diagnosis. Until recently there has been 
little enthusiasm in either the surgical or 
medical treatment of intestinal tubercu- 
losis, owing to the fact that the disease is 
rarely recognized until it is well advanced. 
The general condition of the patient at 
this stage as a rule is not favorable for 
operative measures, and nothing in medi- 
cal treatment has been found successful. 
Intestinal involvement has been regarded 
as one of the terminal conditions of pul- 
monary tuberculosis, whereas it now seems 
to be well established that it may occur as 
a complication of any stage, quite fre- 
quently early, in pulmonary tuberculosis. 

To make this study worth while there 
must be an encouraging objective point. 
This now seems possible in the light of 
an early diagnosis which gives us surgical 
cures heretofore impossible, and a better 
medical opportunity. 

Symptomatic evidence is rarely present 
in the early stages of intestinal tubercu- 
losis. Laboratory methods are not diag- 
nostic; for tubercle bacilli in the stools 
may come from the lungs, and occult blood 
is not peculiar to tuberculous ulceration. 
There is no symptom or syndrome of early 
intestinal tuberculosis which differs from 
those manifested by many other gastro- 
intestinal diseases, and, therefore, until 
the advent of the roentgen signs it was fu- 


*Read before the Southern Gastro-Enterolog- 
ical Association, meeting conjointly with the 
Southern Medical Association, Fourteenth Annual 
Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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tile to attempt an early diagnosis except- 
ing by the rule that if the diagnosis was 
in doubt, at least in cases complicating 
pulmonary tuberculosis, it eventually 
proved to be positive. 

To understand the symptomatology it is 
well to have in mind the classifications of 
Alglave, which group the lesions accord- 
ing to the anatomical part as well as the 
manner of infection. It is as follows: 
(1) enteric or superficial ulceration; (2) 
enteroperitoneal or deep ulceration; (3) 
hypertrophic or neoplastic; (4) the fibro- 
sclerotic; (5) the glandular; and (6) the 
peritoneal. This classification in a nut- 
shell suggests the pathology. These types 
cause symptoms in advanced cases, de- 
pending largely upon the part of the gas- 
tro-intestinal tract involved. The ulcera- 
tive types are by far the most frequent and 
the others rare. 

The tubercle bacilli may attack any part 
of the colon, but the cecum is the primary 
infection in the vast majority of cases. 
The ileum is usually involved with it, and 
in successive frequency the ascending, 
transverse and descending colons, rectum 
and sigmoid flexure. The ulcerative type 
is peculiar to the ileo-cecal region, and the 
neoplastic to the ileo-cecal angle. Any part 
of the small intestines may be affected. 
The chief interest in this paper applies to 
the early diagnosis of tuberculous colitis. 

Primary intestinal tuberculosis is so 
rare that it will not be considered. Since 
between 70 and 90 per cent of all cases are 
secondary to pulmonary tuberculosis at 
one stage or another, it is to these that 
our attention is directed. First, we must 
have in mind that pulmonary tuberculosis 
is complicated by tuberculous colitis far 
more frequently than is suspected. Every 
case of pulmonary tuberculosis should have 
a complete, intensive gastro-intestinal ex- 
amination upon the slightest evidence of 
any disturbed condition referable to the 
gastro-intestinal tract, including loss of 
weight, unaccountable fever, nervousness 
and anorexia. 

The classical symptoms of tuberculous 
colitis are diarrhea, pain, tenderness, rigid- 
ity, and there may be a spastic or ob- 
structive constipation alternating with 
diarrhea. A few advanced cases present 
no symptoms even with extensive lesions. 
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These cases involve as a rule the trans- 
verse and descending colons alone. 

To wait for the classical symptoms 
means to make a diagnosis when the case 
is well advanced. Symptoms to some ex- 
tent may locate the lesion and are indica- 
tions of the disturbed physiology. When 
the small bowel is affected alone there is 
frequently constipation instead of diar- 
rhea. Alternating diarrhea and constipa- 
tion with the involvement of the small 
bowel points to the cecum with or with- 
out the ascending colon. Thickening and 
even a mass can at times be felt in this 
region. Tenderness is also noticeable. In 
a small number of cases the appendix is 
affected alone, but usually it is but a part 
of the ileo-cecal involvement. It is very 
difficult to distinguish between simple and 
tuberculous appendicitis. The latter re- 
sembles the subacute type. With it there 
is definite thickening out of proportion to 
the acute symptoms. 

A diagnosis made with symptoms means 
one at an advanced stage. The diagnosis 
we are looking for is one made in advance 
of symptoms. Even advanced symptoms 
are not always constant. As a rule the 
symptoms are slight upon their early ap- 
pearance and respond readily to treat- 
ment, only to recur again under any die- 
tetic indiscretion. The entero-peritoneal 
type is the most rapid and its symptoms 
are more persistent and active. I feel that 
quite a number of these cases must be of 
hematogenous origin. 

For several years interesting studies 
have been made by Pirie, Brown and 
Sampson, Carman and others of the x-ray 
findings in tuberculous colitis. Their de- 
ductions are practically uniform. This 
work has been a routine of my own labora- 
tory since the use of barium or bismuth 
in the gastro-intestinal diagnosis, and cov- 
ers a large number of cases. My observa- 
tions have been the same as those re- 
ported by others. In the light of this work 
I think it can be conservatively stated 
that there are constant signs of tubercu- 
losis of the colon which make the diag- 
nosis conclusive before the clinical symp- 
toms appear. It is true that lesions other 
than tuberculosis may give these same 
signs in cases of pulmonary tuberculosis, 
but these cases are of rare occurrence. 
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The x-ray examination should be made 
with both the screen and plates of the 
barium meal and enema. The time allotted 
to this paper is not sufficient nor is it nec- 
essary to rehearse the technic of x-ray ex- 
amination. Every case of pulmonary tu- 
berculosis should now have an x-ray ex- 
amination of the gastro-intestinal tract. 
It would be of benefit even in negative 
cases, and would lead to better gastro-in- 
testinal care. 


The roentgen signs of tuberculous co- 
litis are hypermotility, spasm, filling de- 
fects, absence of haustration and obstruc- 
tion. Two or more of these being present 
in a proven case of pulmonary tubercu- 
losis may justify a positive working diag- 
nosis. While the x-ray usually locates the 
part involved, it does not accurately deter- 
mine its extent. As stated before, the 
x-ray signs are especially valuable, not be- 
cause they confirm the classical symptoms, 
but because they are present before such 
symptoms are evident. The emphasis I 
have placed upon the roentgen examina- 
tion should not lead us to the conclusion 
that all other methods of examination are 
to be eliminated. The x-ray must be 
looked upon simply as a valuable addition 
to the other methods employed by the gas- 
tro-enterologist. 

The various methods of treatment in 
pulmonary tuberculosis, under the head 
of hygiene, are too well understood to be 
considered in this paper. Surgical inter- 
ference should be considered in all cases 
of localized tuberculous colitis. The gen- 
eral condition of the patient must be favor- 
able for excision, which is the ideal opera- 
tion. In more advanced cases prolonga- 
tion of life and amelioration of symptoms 
can be accomplished by an anastomosis or 
short circuiting. Any operative measure 
which would aggravate the general condi- 
tion of the patient should not be consid- 
ered unless it is an emergency. We must 
use judgment and make a careful diag- 
nosis. Furthermore, an operation is more 
or less exploratory, because even with the 
most searching examination the extent of 
the disease can not be accurately deter- 
mined. Should surgical interference for 
good reasons not be indicated, then we 
must turn to control of symptoms with 
medical means. There appears to be no 
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medicine which has any known curative 
effect. Bismuth in dram doses will at times 
benefit the diarrhea. If there is undue 
retention of food products in the colon the 
bismuth is given in castor oil. Occasion- 
ally opium in some form must be resorted 
to. Yet with dietetic management and 
cleansing enemas this is rarely necessary. 

In diarrhea the greatest benefit has been 
derived from colon irrigations of warm 
water to which has been added one ounce 
of fluid extract of Krameria and sodium 
bicarbonate two grams. These irrigations 
should be given daily aad as a rule will re- 
lieve the entero-spasm which causes the 
pain. Nitrate of silver or one of the sil- 
ver preparations in weak solution often 
does as well. A 5 per cent sodium bicar- 
bonate solution in warm water is very 
soothing as an irrigating fluid. The prin- 
cipal of irrigation simpiy means cleanli- 
ness and drainage from the ulcerative 
areas. Fishburg calls attention to the use 
of calcium chlorid as a palliative agent 
in this disease. He found it useful in diar- 
rhea due to catarrh or slight ulcerations, 
and employed an intravenous injection of 
5 c. c. of a 5 per cent solution. The diar- . 
rhea is often checked and abdominal pains 
are relieved. It is supposed to do this by 
relieving the contact irritability of intes- 
tinal peristalsis. 

The employment of calcium chlorid by 
this method has been undertaken by quite 
a number of my confreres in Asheville witi 
rather favorable results. A word of cau- 
tion should be given in its use. Should any 
of the solution be injected around the 
veins, necrosis may be expected to follow 
and also much pain. Lime water may be 
added to milk with benefit and the fol- 
lowing prescription has frequently been 
beneficial : 

Calcium chlorid, one dram; 

Syrup of menthol, one ounce; 

Water, three ounces; 

Tablespoonful t. i. d. 

A number of writers on this subject 
despair of any benefit by a selected diet, 
declaring that patients do as well on what 
they themselves choose. This has not been 
my experience. Frequently diet alone has 
controlled and even arrested some of the 
symptoms. A selected diet need not nec- 
essarily be one of low caloric units. In 
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fact, a patient is apt, when put on a mod- 
ified soft diet, to receive more nutrition 
than if he eats as he pleases. A patient 
on a full or general diet usually selects the 
food he particularly likes. By caloric es- 
timation I have demonstrated time and 
time again that a diet selected with the 
disturbed physiology in view will prove 
of benefit both in controlling symptoms 
and in supplying more nourishment. 


Autopsies and exploratory operations 
have demonstrated healed lesions in a 
small number of cases. I feel in view of 
the fact that tuberculous colitis may oc- 
cur early in pulmonary tuberculosis, and 
can now be recognized in that stage, both 
surgical and medical treatment will be 
curative in an increased number of cases. 


These cases should be treated in a hos- 
pital or sanitarium where accurate records 
can be kept and daily clinical observations 
made. The diet should be specifically ap- 
plied to case and the irrigations carefully 
given. They should have the same strict 
treatment that would be given in duodenal 
or gastric ulcer. I believe a_ series of 
cases carefully treated under the above 
conditions would give justifiable results. 


The after-care in surgical cases should be 
carefully carried out in the same method- 
ical manner. The early diagnosis of tu- 
berculous colitis can be looked upon as an 
advanced step which will dispel somewhat 
the hopelessness of both the patient and 
the physician. It should give an in- 
creased interest to medical men in the care 
of this dreaded disease. 


If this paper has stimulated an interest 
in the possibility of an early diagnois in 
tuberculous colitis it will have served its 
purpose to the members of this Associa- 
tion. 


BIBLIOGRAPHY 


Giant, 8.: Diarrheal, Inflammatory, Obstructive and 

——— Diseases of the Gastro-Intestinal Tract, p. 
Archibald: Tr. Nat. Assn. for Study and Prevention “of 
18: 117, 1917. 

8. Fishburg: Caleium Chlorid as a Palliative Agent in 
the Treatment of Intestinal Tuberculosis. Jour. A. M. A., 
June 28, 1919. 

4. Pirie, H.: Quoted by Archibald, E.: The Role of Sur- 
gery in the Treatment of Intestinal Tuberculosis. National 
Association for the Study and Prevention of Tuberculosis, 
1917, pp. 117-134 

5. Carman, R. D.: Roentgenology of Tuberculous Entero- 
colitis. Jour. A. M. A., May 15, 1920. 

6. Brown, Lawrasan and Sampson, H. Le The Early Roent- 
gen Diagnosis of Ulcerative Tuberculous Colitis. Jour. A. 
M. A., 78: 77-85, July 12, 1919. 

7. Patterson, R. : Intestinal Tuberculosis. The Amer- 
ican Review of Tuberculosis, No. 6, August, 1920. 


July 1921 


DISCUSSION 


Dr. J. E. Knighton, Shreveport, La.—In tuber- 
culosis in any part of the body it is extremely 
important that nutrition be maintained, and it 
is, therefore, especially important that the gas- 
tro-intestinal tract be taken into consideration. 


The fact that the doctor spoke of surgical 
treatment in these conditions suggests to us the 
difficulty that might be encountered from the fact 
that the lesion itself is frequently indefinitely lo- 
cated and that there are so many lesions. Your 
attention may be called to one point, and yet 
there are other lesions existing that may be just 
as important as the one for which we operate. 
However, I believe the doctor referred in his pa- 
per to localized conditions for surgery. 


It was well said that these patients should be 
treated in hospitals and sanitariums. That is 
certainly true because of the fact that tubercu- 
losis in any form must have rest as the essential 
foundation of treatment, and surely a condition 
that will produce diarrhea and disturbance of 
nutrition will require prolonged rest. as a very 
important feature in the treatment. 


Recently a case came under my observation 
which might be of interest. It was that of a man 
thirty-three years of age, with good nutrition, 
who had had an appendectomy after acute ap- 
pendicitis three years ago, who had syphilis in 
1912 with vigorous and prolonged treatment, who 
had secured repeated negative Wassermanns four 
months prior to consulting me. He developed a 
diarrhea, loose stools, occasional mucus, but never 
any visible blood. The stools were in number not 
over five or six a day, with occasional quiet pe- 
riods of several] days with only one or two move- 
ments. He paid no attention to this. He did not 
feel badly and insisted that he was not sick. He 
was by occupation a driller in the oil fields. He 
lost only a few pounds in weight. In fact, his 
weight was stationary at the time he consulted 
me. He was given a careful general examina- 
tion. His chest was examined, his stomach, his 
pancreatic functions were investigated, the feces 
examined, none of which gave any definite indi- 
cation as to the cause of the diarrhea. A sig- 
moidoscopic examination gave evidence of some 
trouble in the lumen of the gut at the junction 
of the sigmoid with the rectum, and the x-ray 
located the trouble at this point. In the mean- 
time a tuberculin test was made that gave only 
a very mild reaction. Not being able to make 
a definite diagnosis as to the cause of this trouble, 
I advised the patient to have an exploratory lap- 
arotomy, and a tuberculous mass at the point 
located was found which was impinging some- 
what upon the sigmoid at the juncture of the 
sigmoid and rectum, with caseous masses through 
this part of the bowel and higher up in the mesen- 
tery of the ileum, and with a number of the 
mesenteric glands definitely enlarged. Several of 
these were excised for laboratory examination 
and showed typical tuberculous glands. He was 
a man who gave no indications of pulmonary tu- 
berculosis. However, we did not have a radio- 
graphic examination of the chest. This man hav- 
ing had syphilis, we were prone to account for 
the symptoms of tuberculous infection on that 
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ground, though he had had numerous negative 
Wassermanns. 

Dr. John A. Witherspoon, Nashville, Tenn.— 
I have not found the number of cases of tubercu- 
lous colitis that others have reported. I think 
that most of them are secondary, as the essayist 
correctly said, and it is doubtful about the changes 
referred to by the last speaker. A tuberculous 
colitis, as we all know and as the essayist said, 
usually involves the sigmoid and is usually a 
surgical problem. I believe the majority of cases 
of tuberculosis of the abdomen are tuberculous 
peritonitis and that while we do have tuberculous 
ulcers they are usually in the small bowel and 
not very often found in the colon. That has been 
my experience. I have not found the tuberculous 
ulceration of the colon very often as he has de- 
scribed. And I want to say further that I be- 
lieve the majority of these cases, if closely 
studied, will be found to be the terminal effect 
of tuberculosis in the lung. Whether or not we 
are to develop in this discussion the fact that a 
tuberculous colitis has a separate entity, is very 
doubtful in my mind. Most of the cases we see 
of tuberculous colitis have already gone beyond 
the stage of remedial aid. In other words, they 
are the terminal results of primary tuberculosis 
elsewhere unless they are tuberculous peritonitis. 

It is well known that you can take a marked 
tuberculous peritonitis, go in and open the abdo- 
men and that patient will get well. I do not 
know why, but it is true. I do not think that is 
an invasion of the bowel itself. I believe you 
are simply going into the tuberculous peritoneal 
chamber. I have seen case after case get well. 
I want to say also that I have seen a number of 
cases of tuberculous peritonitis without primary 
lung involvement. I believe that comes more or 
less through the intestinal tract, and it may be 
—o that it starts within the bowel. I do 

now that by simply opening the abdomen many 
of them get well. 

I want to report one case, a young woman of 
twenty-four, who came in with definite tubercu- 
lous peritonitis. She had all the symptomatology. 
Her abdomen was opened and we found the pri- 
mary focus was the tubes and ovaries. They 
were simply studded with tubercles all over and 
the mesentery was full of them. The woman 
made a beautiful recovery for about four months. 
Then she developed a tuberculous pleurisy. That 
was drained. She got well and gained thirty-one 
pounds, but finally two months ago, after she 
had been well for six months, she developed a 
tuberculous meningitis and died in ten days. The 
original focus I do not know, but I think the 
condition was infection from some gastro-intes- 
tinal involvement primary to that in the lung. 

I want to say a word about irrigation of the 
bowel. I have had thirty-five years’ experience. 
An ulcerated bowel does not need much disturb- 
ance or enemas. If you ever cure tuberculosis 
you will do it by building up the individual re- 
sistance of the patient and permitting him to 
cure himself, and not by local irrigations, unless 
you do it to keep up thorough drainage. 


Dr. Carl Weidner, Louisville, Ky—I am rather 


pessimistic about making a diagnosis early in 
these cases with the aids we have at our com- 
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mand. I wish to agree with Dr. Witherspoow 
that most of the cases are secondary. We do 
have tuberculous ulcer in any part of the intes- 
tine and a colitis is one particular form. 


I recently had a case, a young man treated for 
tuberculosis, who had been discharged from the 
Army last fall. He did very nicely, so much so 
that he went to work in Ohio, but he became sick 
with diarrhea, the fever came back, and after a 
month he came under my observation. At first 
I thought there was lung trouble. Then he com- 
plained of pain in the right iliac region and we 
thought we had to deal with an appendicitis. It 
was not very long before we found a mass and 
urged operation. The whole process did not run 
more than six months, but that young man had 
a mass in the bowel involving the colon and 
ileum, a single abscess about as large as my fist. 
When I saw it I first thought it was a neoplasm. 
The bowel wall was one and a quarter inches 
— An incision was made and the patient 

ied. 


I believe we do not make the diagnosis early 
enough in these cases. We can line them up with 
tuberculosis in other parts of the body. If we 
have a localized condition then we may have a 
chance to operate. Otherwise I am very doubtful 
that we can do more than to stimulate the re- 
sistance of the patient by careful diet and rest. 


Dr. George M. Niles, Atlanta, Ga.—One point 
I want to touch upon is the importance of a 
thorough roentgen examination of these diarrheal 
cases with gastro-intestinal disturbance, regard- 
less of whether or not they present any pulmonic 
disturbance. Dr. Witherspoon spoke of cases 
starting primarily in the colon and peritoneum. 
I have never seen a case of tuberculous colitis 
in which we could not demonstrate changes in 
the pulmonic fields which we had reason to be- 
lieve antedated that. I am very skeptical about 
tuberculosis beginning primarily in the intestine. 
Whenever a man misses a diagnosis in these in- 
definite disturbances of digestion, for instance, 
the case that puzzled Dr. Knighton—whenever 
he fails to x-ray the pulmonic field he misses a 
good bit, because he is liable to find something 
there. The roentgen ray will show changes in 
the pulmonic field and definite changes before 
they can be detected with certainty by the most 
careful physical examination. I think you will 
agree with me there. Unfortunately, tuberculous 
colitis has been treated and considered a 
terminal symptom. If we get it early, be- 
before the patient has lost greatly in weight, be- 
fore physical signs in the chest are recognized, 
if there is not a great amount of diarrhea, and 
if we go at it carefully and understandingly with 
the roentgen ray, we can check many of these 
cases in the early stages. These x-ray findings 
are a mine of information for us to read and in- 
terpret and prove concretely in the interests of 
the patient. 

Dr. Calloway spoke of Krameria as a thera- 
peutic agent for diarrhea. Let me mention the 
tincture of gambir compound. This is a U. S. P. 
preparation and it contains gambir, catechu and 
Krameria, and is to be given combined with 
bismuth or any of the other astringents. It is 
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not irritating, and I have gotten very helpful 
results with the use of gambir combined with 
other astringents. 


Dr. E. A. Peterson, Denver, Colo.—I am always 
glad when some one brings before a meeting of 
specialists something on tuberculosis, and it is 
particularly true when it is brought before gas- 
tro-enterologists, because the subject of tuber- 
culosis is so intimately associated with gastro- 
enterology. You can not have tuberculosis in 
any form, except in a few cases, in which gastro- 
enterological symptoms will not develop. I shall 
not attempt a discussion of the question, which is 
entirely empirical, as to whether tuberculosis of 
the intestinal tract is primary or secondary. We 
all know that in a majority of cases it is second- 
ary to very far advanced tuberculosis of the lung, 
and yet we also know that in some cases of tu- 
berculosis of the intestine there is very little 
involvement of the chest, certainly not a sufficient 
amount to produce symptoms which would give 
us serious trouble. Therefore, it comes down to 
the point that we have in reality an individual 
condition to deal with, namely, tuberculosis of 
the intestine. 


I regret to have to differ with Dr. Witherspoon 
in his statement that tuberculosis of the intestine 
always follows tuberculosis of the abdomen, be- 
cause I have seen cases in which unquestionably 
there was no tuberculosis other than in localized 
areas in the intestinal tract, and I wish to call 
your attention to a form of tuberculosis which 
has been recently described and which must be 
very rare, a case which came under my observa- 
tion. This was a man who had had a long-con- 
tinued diarrhea. He had been treated for diar- 
rhea by all the usual methods. Examination of 
his lungs, both by the x-ray and other means, 
showed absolutely no tuberculosis of the lungs, so 
we performed an exploratory operation, not know- 
ing what his trouble was. We presumed it was 
cancer. He had a sclerotic condition of the sig- 
moid flexure about six inches in length. Inside 
of this sclerotic condition there were a few smal] 
ulcers. The lumen of the bowel probably was 
not over the size of a quill and that had been 
going on for years. There was no sign of p:ri- 
toneal tuberculosis, but this six-inch long sigmoid 
flexure was entirely hard, and on its removal 
giant cells were found. Unquestionably it was 
a case of tuberculosis, as the Wassermann wa: 
negative, but he gave no other indications of 
tuberculosis. He made a good recovery aft 
the resection of that portion of his bowel and 
when I last heard of him he was living and in 
good health. 

The keynote of anything we accomplish in 
medicine today is early diagnosis: early diagnosis 
of tuberculosis of the lung, of cancer, and every- 
thing else, and so in tuberculosis of the intestine 
the keynote of success is early diagnosis. The 
second keynote is-surgery. I do not believe there 
is any real case of intestinal tuberculosis (I do 
not do surgery) which is not surgical. The 
latest methods of operating are being carried 
out everywhere, particularly with nitrous oxid 
gas, so that we can have our lung cases operated 
upon, and if these cases are diagnosed early and 
operated early, we have good success. If they 
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are not diagnosed early and if they are not op- 
erated, there is the result of any kind of treat- 
ment of tuberculosis, and that is the tendency to 


contract. Tuberculosis causes scar tissue in any 
part of the body and the danger is contraction. 
If you have tuberculosis of the intestine, if you 
have any appearance of healing, then you will 
have a narrowing down of the lumen and your 
patient will die, not from tuberculosis, but from 
obstruction of the bowel. A great many of these 
cases with symptoms of obstruction can be recog- 
nized early enough to operate for them and the 
patient will make a complete recovery eventually. 


Dr. Marvin H. Smith, Jacksonville, Fla.—I 
have noticed in doing roentgen study of colon 
cases that when we suspect tuberculosis there 
is distinct hypermotility of the cecum in the in- 
cipient case. Of course, as the doctor who pre- 
ceded me pointed out, tuberculosis produces scar 
tissue. But if we can make a diagnosis before 
we get deformity of the colon, that is a step in 
advance. A few months ago a patient in our 
city was operated upon for appendicitis. The 
symptoms persisted after operation. He event- 
ually came to my hands and immediately upon 
injecting the colon with a barium enema, keeping 
in mind this question of hypermotility of the 
cecum, I observed that the cecum would not move 
until we filled it with the barium solution. Then 
the contractions began and kept the cecum in 
motion. There was absolutely no deformity in 
that colon, yet a well defined area of infection 
persisted. In three months the man died and at 
autopsy the intestine was found to be tuberculous. 
In that particular case I was sure there was 
hypermotility of the cecum, and I believe as we 
go along with our roentgen study if we keep our 
eyes open for this hypermotility in incipient cases 
of tuberculosis of the colon very often we shall be 
able to demonstrate active tuberculosis. Then we 
can deal with it before scar tissue appears and 
deformity is present. 


Dr. Sidney K. Simon, New Orleans, La.—I, for 
one, have always found it difficult to make a 
diagnosis of tuberculosis of the intestine or bowel. 
We have heard a lot said about diagnosis of this 
condition, but I have not heard brought out any. 
very decided differentiating points in the diag- 
nosis of tuberculous infection of the colon and 
the many other types of infectious diseases af- 
fecting the colonic tract. The criteria for diag- 
nosis remains, after all, the general clinical pic- 
ture, including a history of tuberculosis, the 
treatment of infection of the lung, the finding 
of tubercle bacilli in the stools, and the x-ray 
diagnosis. It is not difficult in the terminal 
stages of pulmonary tuberculosis, or other forms 
of tuberculosis when we have extensive colonic 
invasion, to conclude that this is probably of a 
tuberculous nature, although I do not think that 
it is always true that terminal diarrhea with ul- 
cerative colitis, even the last stages of tubercu- 
losis, is of a tuberculous nature in the bowel. 

As far as finding the organism is concerned, I 
have always experienced a good deal of trouble 
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in making up my mind definitely, especially when 
we have infection of the lung and the patient is 
so likely to swallow infected sputum, whether 
the acid fast organism found really originally 
came from the bowel or whether it represented 
swallowed organisms from the lung. As far as 
the x-ray diagnosis is concerned, I had an inter- 
esting experience in that line. I am quite fa- 
miliar with the work done at the Mayo Clinic 
along this line in which they show a curving 
out of the intestinal area in the presence of tuber- 
culous lesions. I had a case not long ago which 
was diagnosed as tuberculous colitis by a very 
competent roentgenologist, and which the au- 
topsy proved to be quite a different condition. 
The bowel, in fact, was not infected at all except 
in the general terminal stage of irritation. So 
that I am not at all convinced that the roentgen- 
ologist’s dictum is to be swallowed hook, bait and 
all. Only when it is used in connection with all 
the other means do we accept the roentgenolo- 
gist’s word as final. 


My experience with tuberculous colitis, or tu- 
berculous diarrhea, as it is often called, is that 
the average doctor is inclined to make that diag- 
nosis too frequently without knowing what is the 
matter with the bowel. He jumps to the conclu- 
sion that it is tuberculous in origin. All forms 
of chronic diarrhea of unknown origin are fre- 
quently labeled tuberculous bowel conditions, but 
I think tuberculosis of the colon is a compara- 
tively rare condition. I find many of these cases 
that drift in to me with a diagnosis of tuberculous 
colitis prove to be protozoan infection of the 
bowel. One was a case of sprue that was re- 
ferred originally as a tuberculosis of the bowel. 
I think we ought to sound a note of caution among 
medical men in general that in order to make 
a diagnosis of tuberculosis of the bowel we must 
absolutely determine that no other- infectious 
condition is present. We must examine the stools 
carefully for the presence of protozoan organisms 
and other types of infection, and that the diag- 
nosis of tuberculous colitis must be reserved as 
a final resort when other more common condi- 
tions have been excluded. ; 


Dr. John L. Jelks, Memphis, Tenn.—This sub- 
ject is of paramount importance to me. The diag- 
nosis in these cases is so important that mis- 
takes are hazardous, and I am glad the discus- 
sion has taken the course it has. 


I have on a number of occasions had cases re- 
ferred to me of supposed tuberculosis of the 
bowel, intestinal tuberculosis, in which there was 
no tuberculosis, and Dr. Simon is in that section 
of the country which is, like mine, so much in- 
vaded by the protozoa. But even the discovery 
of the protozoa does not exclude tuberculosis, for 
in one case a man upon whom I performed an 
appendico-cecostomy we found also a tuberculous 
cecum. In this case I “treated him rough” and 
let in plenty of sunshine and fresh air, keeping 
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the abdomen open some time. That was about 
seven years ago and that man has never had 
another symptom of tuberculosis. In another 
case recenily, in which I had not suspected tu- 
berculosis, when I operated I found a tuberculous 
cecum. 

The emphasis must be laid upon diagnosis, but 
I am unwilling to accept Dr. Witherspoon’s state- 
ments. In the vast majority of cases tubercu- 
losis of the bowel, which is rare, is the result 
not, as many say, of the latter stage of tuber- 
culosis, but more often we find a healed lesion, an 
old healed lesion of twenty years ago. That 
would be a case in which I should more likely 
suspect a tuberculous bowel, if I have the symp- 
toms which have been so beautifully described 
here as indicating a diagnosis. But I have 
found it exceedingly difficult to make a definite 
diagnosis of tuberculous bowel. I saw the re- 
section of the cecum in one case by one of our 
ablest surgeons. He showed it to me and said: 
‘“‘We have removed the tuberculous section.” On 
examining its interior I saw the mucous mem- 
brane was studded with amebic ulcers. That was 
proven. The diagnosis should have been made 
and could have been made, and Dr. Simon would 
have made a diagnosis before opening that bowel. 


Dr. Calloway (closing).—If I could lay aside 
the study of many of these cases carefully re- 
ported, as well as laboratory reports on hun- 
dreds of cases, and overlook the operations done 
by others and reported in several hundred cases, 
I might agree with Dr. Witherspoon. I have 
worked in these cases for fifteen years or more 
and feel the need of something more than has 
been done. The conclusions in this disease must 
be based upon statistics and not scattered indi- 
vidual cases. To avoid undue conclusions I pur- 
posefully made five classifications and attempted 
to be conservative. 


Dr. Witherspoon evidently has in mind ad- 
vanced cases and my paper relates only to early 
diagnosis in early cases. 


Dr. Simon’s finding of other infections more 
frequently can be accounted for by his locality. 
Most of the cases under my observation are those 
proven to be pulmonary tuberculosis. I am not 
a roentgenologist nor am I over enthusiastic in 
that line of work, but surely should not want to 
be misled. Yet the report of one hundred or 
more cases by a careful roentgenologic study must 
prove something to me. 

In regard to irrigation and its principles in 
use, it has served me well in giving relief when 
opiates were of no avail. We are apt in cases 
of intestinal tuberculosis to throw up our hands 
and give opiates for the diarrhea, which is a very 
unjustifiable procedure. 

My paper relates to advanced work in intes- 
tinal tuberculosis, and I trust it will stimulate 
further interest in the early diagnosis of intes- 
tinal tuberculosis. 
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MALNUTRITION IN CHILDREN 
AFTER THE FIRST YEAR 
OF LIFE* 


By L. T. Royster, M.D., 
Norfolk, Va. 


Malnutrition is a broad term and one 
which may be used to cover ignorance or 
careless methods of diagnosis. Yet, mal- 
nutrition in childhood is a definite and 
important clinical entity not only among 
the underfed children of the poor, but 
among the well-to-do also. 


Malnutrition may be assumed to exist 
when a child does not approximate with 
reasonable closeness a recognized standard 
of height, age and weight. The relation 
of age to weight alone does not suffice, 
since familial variations in height are fre- 
quent; therefore, a height to weight ratio 
is far more accurate. The studies of Holt, 
Bowditch, Boas and others height- 
weight-age ratios when tabulated are safe 
and convenient guides. But malnutrition 
manifests itself in other ways than merely 
a disproportion of weight to height. In 
older infants and young children the time 
of crawling, sitting alone, of walking and 
talking are apt to be delayed by malnutri- 
tion to such en extent that a susnicion of 
mental impairment may be aroused. A 
“curve of weakness” in the back may be so 
pronounced that a mistaken diagnosis of 
tuberculous caries may be made by a care- 
less observer. Muscle weakness and lack 
of tendon tension may lead to a diagnosis 
of paralysis, while the disproportion be- 
tween a normally developed head and an 
undernourished body is often so striking 
that “hydrocephalus may be considered.” 
In older children who do not develop nor- 
mally, or who actually lose in weight, and 
have a resistance insufficient to overcome 
a mild coryza and bronchitis, the presence 
of a tuberculous infection may be feared. 
These are, however, only some of the more 
patent evidences of malnutrition. Many 
cases present symptoms whose cause may 
be so obscure that it is found only after 
the most painstaking investigation to be 
due to malnutrition. 


*Read in Section on Pediatrics, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 


SOUTHERN MEDICAL JOURNAL 


July 1921 


Fretfulness and general irritability are 
common in both younger and older chil- 
dren. Such children are hard to please or 
to entertain and are frequently considered 
“bad” or spoiled. A capricious appetite 
should always arouse suspicion of malnu- 
trition. Many of these children seem never 
to want their meals, or they want food only 
between meals, or they are constantly ask- 
ing for food only to reject it when in their 
possession. There may be marked mental 
apathy or they may be considered lazy. 
They drag at play or tire easily, or on the 
other hand play with a nervous excitability 
or fervor, only to become rapidly ex- 
hausted. School work may become a bur- 
den and they may fail to keep up with the 
course, or, on the other hand, many are 
precocious and work with a feverish en- 
thusiasm, but break down early and retire 
at night to restless sleep. Of course, in 
most of these latter cases the diagnosis 
by parent or physician is “too much study.” 
Most malnourished children possess a low- 
ered resistance to disease, readily acquir- 
ing any slightly prevalent infection. They 
take cold easily and recuperate slowly. A 
bronchitis from which healthy children 
recover in a few days will drag along 
to a state of chronicity, which in time de- 
pletes their constitution still further, or 
again they may succumb to an apparently . 
trivial affection. Besides being objectively 
“nervous” and “high strung” they present 
marked subjective nervous phenomena. 
Older children are apt to complain of va- 
rious sensations of heat or cold, and in 
fact often possess a dry hot skin, or one 
that is cold and clammy. Many children 
suffer from headaches, either constant or 
intermittent, for which complaint many 
things have been tried, especially the fit- 
ting of glasses, without any relief. Car- 
diac murmurs are not infrequent. These 
usually disappear when the child is prop- 
erly nourished and the anemia has been 
improved. There is often frequent urina- 
tion or even enuresis. The bowels are usu- 
ally constipated, but in the child of two 
or three years constipation may alternate 
with diarrhea. Digestive disturbances are 
frequent, in some instances being precipi- 
tated by trifling indiscretions or by no ap- 
parent indiscretion. 
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In practically all cases of malnutrition 
there is an anemia which varies in degree 
from the very mild types in older children 
to those which are so severe, principally 
in younger children, as to suggest one of 
the primary anemias. 

In diagnosing malnutrition two impor- 
tant points must be borne in mind. The 
law of averages must always be considered 
in taking the height-weight ratio, and the 
season of the year must never be forgot- 
ten. 

“Growth in height is most marked during spring 
and early summer, while weight increases more 
rapidly during late summer and early autumn.” 

Also a child which is born prematurely 
or small may remain so during the first 
year and enter the second year below the 
average, or, on the other hand, it may de- 
velop so rapidly that it surpasses the av- 
erage. It is quite unusual for a child which 
is much above the average weight at birth 
to develop at the rate of an average child. 

We are inclined to look upon malnutri- 
tion as always manifested by underweight, 
but there are two classes which are char- 
acterized by an excess of fat. One is the 
young child which during the first year 
of life was fed on condensed milk or some 
proprietary food, rich in sugar and poor 
in elements of fresh milk, when an in- 
crease of fat was desired rather than tis- 
sue building. These children are prover- 
bially less resistant to infection. The 
other is the child whose adiposity is due 
to an endocrine dyscrasia, usually thyroid 
and pituitary. 


ETIOLOGY 


The transition from infancy to child- 
hood marks a period second in importance 
only to that of infancy itself as regards 
growth and development, and in a large 
number of cases a state of malnutrition 
has its start at the weaning time. Many 
children start the second year of life 
handicapped by a heritage of malnutri- 
tion, induced by improper feeding during 
the first twelve months, while others round 
out the first year with a stable foundation 
of good feeding only to get into trouble 
during the critical period of weaning; for 
the direction of a child’s feeding at this 
time and during the second year often pre- 
sents as many difficulties and requires as 
much discrimination as during infancy. 
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One of the most frequent causes of mal- 
nutrition at this time is too long continu- 
ance of the breast feeding. Popular super- 
stition that the child must be kept at the 
breast through the second summer or 
teething causes many a pasty, anemic and 
undernourished child; while an excess of 
milk over the solid foods during the second 
and third year is hardly less potent in pro- 
ducing the same bad effects. Irregular 
feedings as well as too frequent feedings 
do not permit the stomach to empty regu- 
larly or completely, with a result that a 
loss of appetite is almost sure to ensue and 
a consequent loss of weight. While the 
prevalent custom of sweetening many 
foods, especially cereals, not only impairs 
digestion but destroys the appetite for any 
form of food which is not syrupy. 


Many children are allowed to become 
tasters or nibblers, eating anything which: 
is available, especially between meals. Al- 
though these children eat a great deal, 
their appetite for wholesome food is de- 
stroyed and the amount consumed at reg-: 
ular meal time is small. The result of this 
practice is undernourishment, manifested 
by loss of weight, anemia and digestive 
disturbances. Some of these children are 
habitually constipated, while others have 
either a diarrhea or a normal number of 
very large, mushy stools. Children al- 
lowed excessive amounts of candy and 
other sweets, either cakes and preserves, 
or soda fountain and bottled drinks, al- 
most invariably become malnourished and 
anemic and frequently develop a granular 
pharyngitis accompanied by a dry, hack- 
ing cough (Dunn). 

The school lunch, if not properly super- 
vised, is a frequent source of trouble, espe- 
cially when children are allowed to buy 
their own lunches from corner stands or 
itinerant vendors. The usual lunch thus 
acquired is buns, doughnuts, pickles, 
candy, ice cream cones and the like. The 
school season presents a further problem, 
since the child has a lunch of some sort 
at recess and a dinner on the return home, 
thus forcing in a fourth daily meal which 
is unnecessary. Forced feeding, so often 
practiced by solicitous parents and physi- 
cians not well informed in child economy, 
in ill-advised attempts to stimulate a slug- 
gish appetite, often perpetuates the condi- 
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tion which in reality it is intended to cor- 
rect. 

The practice of keeping young children 
housed in close and usually overheated 
houses and apartments, with an_insuf- 
ficient amount of exercise and wearing 
heavy underwear for fear they will catch 
cold, is a potent factor in the production 
of malnutrition. Failure to train the bow- 
els to daily evacuations promotes consti- 
pation in a condition which has a marked 
tendency to this complication. 


Many children no doubt inherit a sub- 
normal constitution from diseased or ner- 
vous parents, or begin their state of mal- 
nutrition during the period of prenatal 
environment, the mother being weak or 
diseased. Such cases require the utmost 
care in handling, and much can be done 
to start them well on the road to healthy 
childhood. 

Certain other underlying factors call 
for special and diversified consideration. 
How far we may consider indigestion a 
cause is debatable. Whether chronic in- 
digestion is the cause or the result, or 
merely coincident, must be decided in each 
case. Of course, in all probability, some 
indigestion occurs during most cases of 
malnutrition. Certain infections are com- 
mon factors, and just how far the malnour- 
ished state is to be regarded as the direct 
result of the infection and how far the 
infection is merely a precipitating factor 
is quite impossible to state with certainty. 

Syphilis should be looked for carefully 
whenever the malnutrition does not yield 
readily to dietetic and hygienic measures, 
if indeed the blood is not tested as a rou- 
tine in all such cases. A low grade or 
chronic gonorrheal vulvo-vaginitis is often 
at the bottom of loss of weight. Micro- 
scopic examination of vulvar smears alone 
should be relied on, for the discharge may 
have been slight and have long since dis- 
appeared. Intestinal parasites, particu- 
larly the hook worm and the strongyloides, 
may cause emaciation to a marked degree. 
The stools should be examined as a rou- 
tine in underweight children. 

Children who have infected tonsils are 
indeed handicapped, since they are the re- 
cipients of continuous doses of toxins gen- 
erated in the crypts and are therefore sub- 
ject to a chronic toxemia, and while those 
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whose oxidation is impaired through the 
mechanical obstruction of hypertrophied 
adenoid tissue are apt to be anemic and 
flabby and subject to infection even though 
they may be above the average weight. 
The part played by decayed teeth in the 
production of an undernourished state is 
a much mooted one. One thing is certain: 
that a child whose teeth are bad or tender 
can not masticate properly, and one whose 
breath is foul from the presence of putri- 
fying food in the cavity of a decayed tooth 
has a just cause for an impaired appetite. 
“A tooth is either good enough to be filled 
or bad enough to be extracted.” That mal- 
occlusion should be corrected goes with- 
out argument. 

In considering the endocrine system in 
its relation to malnutrition, I am aware 
that I am treading on dangerous ground, 
nor shall I attempt a discussion. A few 
suggestions must suffice. The over fat 
cretin is just as much malnourished in 
spite of its obesity as the underweight, 
starved infant, but the cause is well known 
to be hypothyroidism. The older child 
which is over weight, with unusual depots 
known as fat pads, is just as certainly an 
endocrine dyscrasia with the pituitary 
probably at fault. Also the child who by 
careful measurements shows marked dis- 
proportion between the ratio of torso, ex- 
tremities and span is probably the subject 
of a derangement of the endocrine sys- 
tem. The weight may be above or below 
average. At present much guess work and 
misconception exists regarding the duct- 
less glands, and much is yet to be learned, 
but there is no doubt that a direct rela- 
tion exists between these glands and 
growth and development, and pediatrists 
have paid too little attention to this sys- 
tem. 


PROPHYLAXIS 


As is the case with many pathological 
conditions, prevention is to be aimed at 
and is easier than cure. The weaning 
time again rises in importance. Very few 
infants profit by nursing past the tenth 
month. By this time at the latest, the 
child is on a four-hour schedule, and there 
is rarely any necessity for more frequent 
feeding. Few children can take undiluted 
cow’s milk with impunity prior to the 
twelfth month and many not before the 
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fourteenth month. Additions to the die- 
tary, such as cereals and bread, can and 
should be made at the time the child is 
weaned and, if possible, it is preferable 
from this time on to give milk from a cup 
rather than from a bottle. 


The child should be taught early to eat 
what is good for it, and should not be 
permitted to develop a capricious appetite. 
It is quite easy to teach a child to eat un- 
sweetened foods, such as cereals, which 
should be given with a little butter and 
salt rather than sugar. The sugar habit 
once formed is hard to overcome. By the 
thirteenth month the child should be tak- 
ing in addition to milk, bread and cereals, 
soft egg, batter bread and baked Irish po- 
tato. Fruit juices in addition to orange 
juice may also be given by this time. The 
green vegetables are beneficial and may 
safely be given by the fourteenth month, 
as are certain meats, especially fowl. By 
the time the child is two and a half or 
three years old at the latest, the intervals 
of feeding should be five hours—or three 
meals a day. As the child grows the diet 
may be enlarged, but regularity of meals 
with nothing between in the way of food 
should be tenaciously adhered to. 


The main point to be observed in the 
selection of food is not so much the indi- 
vidual articles of diet as the proper ba!- 
ance of food elements. This thought of 
the well balanced dietary should be ever 
predominant. A diet which is largely car- 
bohydrate with too little protein or fat is 
as irrational as a strictly protein diet. 
Certain of the vegetable salts are regarded 
as desirable if not essential to the proper 
development of the child economy. These 
are obtained almost exclusively from the 
fresh green vegetables and fruits. 


The evening meal for the young should 
be light. A suitable one consists of bread, 
milk or cereals and stewed fruits, fresh, 
canned or dried. And this meal is suf- 
ficient throughout childhood. One impor- 
tant point to be impressed on every child 
is that at least twenty minutes—and pre- 
ferably a half hour—must be devoted to 
each meal. The child should be taught 
that so much time must be given up from 
play or study to the meal, and there must 
be no compromise on this point. The ques- 
tion of candy or sweets is important. Noth- 
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ing upsets the digestion or causes loss of 
appetite so quickly as an excess of sugar. 
When candy or sweets are allowed they 
should be restricted to the end of the meal 
and given as a dessert, and then only in 
small quantities. A child should be taught 
to eat what is put before it, and if it doesn’t 
care for that food it should then be re- 
quired to go to the next meal before eat- 
ing again. It does not take long to train 
a child to eat with relish whatever is sup- 
plied. 

In older children the school lunch causes 
trouble, especially in the South, where the 
heavy meal is usually in the middle of the 
day, and the child is apt to lose the benefit 
of fresh vegetables. This is exceedingly 
difficult of adjustment. The preparation 
of food is important and every physician 
whose duty it is to direct the diet of a 
growing child should so acquaint himself 
with the proper methods of preparing food 
that he may explain to the mother in de- 
tail. The hygienic management is of 
course important. Insure an abundance 
of fresh air, keep the child out of doors 
as much as possible during the day; in well 
ventilated rooms at night; see that mod- 
erate and well directed exercises are taken; 
inculcate regular habits of life, including 
daily evacuation of bowels (an infant of 
three or four months can easily be trained 
to regular hours of bowel habits) ; arrange 
regular hours for meals; allow nothing 
between these hours; supply a well-bal- 
anced diet and malnutrition can be prac- 
tically eliminated. 


TREATMENT 


The treatment of malnutrition consists 
almost entirely in an amplification of the 
general principles outlined under ‘“‘Prophy- 
laxis.” The fundamentals of treatment 
apply to younger and older children alike. 
Two points of emphasis are of equal im- 
portance, regularity and punctuality of 
feeding, and a diet in which the various 
food elements are well balanced. 


Where a four-hour schedule is deemed 
advisable, the following suggestions might 
be offered: 

6 a. m., milk; 8 a. m., a fruit juice, usu- 
ally that of the orange; 10 a. m., a simple 
breakfast of bread, milk, cooked cereal, 
soft egg and the like; 2 p. m., broth, bread, 
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baked Irish potato and one of the green 
vegetables; 6 p. m., bread, milk and apple 
sauce. This can soon be enlarged and will 
naturally gradually merge into the five- 
hour schedule of three meals a day, which 
may be begun as follows: 


8 a. m., breakfast, consisting of fruit or 
fruit juice, milk, one of the cooked ce- 
reals, batter bread, eggs, crisp bacon. 2 
p. m., dinner, broth, any of the green veg- 
etables, steak, roast, fowl, boiled fish and 
a dessert of blanc mange, rice or tapioca 
pudding; occasionally ice cream. At the 
2 o’clock feeding milk can give way to one 
of the animal broths. 6 p. m.. supper— 
milk, bread and stewed fruit. Under such 
a regimen, strictly adhered to, mincing of 
food soon ceases and gradually gives way 
to a healthy appetite. 


Where the child has been allowed sugar 
on cereals, it may be a little hard at first 
to enforce the diet without this, but it 
must be adhered to, and the child grad- 
ually trained to eat what food is placed 
before it, and eat for the sake of eating, 
i. e., acquire an appetite. I do not use the 
dry cereals, much preferring those well 
and thoroughly cooked. A fireless cooker 
cooking them overnight is very satisfac- 
tory. It may be necessary to cut down the 
quantity of milk to a minimum for a while, 
since the child may have acquired a “lazy 
appetite” being simply satisfied with fill- 
ing of the stomach with the least effort— 
swallowing. Young children who depend 
largely on milk are usually “pasty” or 
anemic. Fancy foods are never advisable. 
The simple foods with good caloric values 
are always to be preferred. Children’s ap- 
petites, if properly trained, need not be 
catered to as is generally supposed. Sweets 
should be absolutely withheld for a while, 
not that a small piece of candy will do 
great harm as a dessert, but for the time 
of correcting the malnourished state ail 
sugar had better be forbidden. 


The cooking of the food should be care- 
fully directed. Irish potatces should be 
baked in a slow oven until thoroughly 
mealy, and greens should be steamed and 
not boiled. By this means a large major- 
ity of the salts as well as other valuable 
constituents are preserved which are 
wasted in boiling. Meat should be broiled 
and fish boiled and not fried. Eggs should 
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be coddled, soft or medium boiled or soft 
scrambled. The child should be forced to 
remain at the table at each meal for 
twenty to thirty minutes; should have a 
nap from one to two hours in the day and 
retire early on schedule time. The meals 
should be punctually on time and not fif- 
teen to thirty minutes late. All excite- 
ment such as ghost stories and attendance 
on “movies” must, during the corrective 
period, be prohibited. Those precocious 
in school, or those given to too energetic 
study, should have their studies minimized 
for a while. It may even be necessary to 
interrupt school. Music lessons may have 
to cease, as in fact, everything which keeps 
the child indoors and prevents its remain- 
ing in the open air and sunshine. Sys- 
tematized exercise, such as walking and 
outdoor calesthenics, should take the place 
temporarily of violent competitive games. 
The daily warm, cleansing bath should be 
supplemented with a cold shower or douche. 
The sleeping apartment should be well 
ventilated or a sleeping porch may be sub- 
stituted. Moderate massage may be ben- 
eficial in a limited number of cases. All 
infections and infestions should be sought 
for and properly treated. Drugs play an 
inconspicuous role. Tincture of nux vom- 
ica, sometimes combined with gentian, 
may be used as a bitter stomachic when 
regulation does not promptly stimulate the ' 
appetite. Cod liver oil is indicated in a 
few cases. The anemia, if mild, usually 
takes care of itself through dietary means 
alone. If it is serious, iron may well be 
given, either as syrup of iodide by mouth 
or the citrate hypodermically. I have seen 
many striking results from the adminis- 
tration of the latter. 


The memory of the mother or nurse 
should never be relied on in carrying out 
instructions. Every malnourished child 
should have a schedule and dietary written 
out in full with the minutest detail, and 
rigid adherence to this should be insisted 
on. The weight of the child should be ob- 
served and recorded at regular intervals 
and a check made on the weight-height 
ratio. One fact should be stressed and that 
is that good results are rarely attained 
under several months, and in extreme cases 
a year or longer may be required. Barring 
the acute infections, malnutrition fur- 
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nishes the largest quota of cases in the 
practice of the pediatrician. A strict ob- 
servance of the regimen of good, simple, 
wholesome food, on schedule time, and a 
proper observance of hygiene bring the 
reward of healthy, robust childhood. 


DISCUSSION 


Dr. L. R. DeBuys, New Orleans, La.—In those 
cases which we see after the first year which are 
clinically cases of malnutrition we can be reason- 
ably sure that the malnutrition had its inception 
during the first year. Sometimes we can tell at 
what pericd the malnutrition has taken place or 
how far back it dates. If we remember the proper 
growth and development of the normal child and 
know what takes place in this connection in the 
first year, at times we are able to say when this 
malnutrition began. For example, we know when 
the sutures close normally, and we frequently find 
a child with overlapping of the bones of the skull 
at the sutures. In this case we may say that the 
malnutrition began before the closure of the 
sutures. Then again, we may find a child with a 
depression in his skull over the region of the 
anterior fontanel. We know that the anterior 
fontanel closes about the enighteenth month, and 
at the end of the first year it should be about one 
inch in diameter in each direction. If this region 
is depressed the chances are that the malnutrition 
began before the first year. Regularity in my ex- 
perience plays the greatest part in the prevention 
of malnutrition. From birth on the baby should 
have his meals at the same hours every day. The 
interval should be the same and he should receive 
nothing between meals. These things are essen- 
tial. The various foods mentioned by Dr. Royster 
should be given at that period of life he specifies. 

If I should have to summarize my belief with 
regard to the prevention of malnutrition I should 
say that regularity, wholesome food properly 
adapted, nothing between meals and proper rest 
are essentials. 


In general it might be stated that babies may 
be divided into two groups, the greedy baby and 
the non-greedy baby. The greedy baby is always 
easy to feed, and in all probability has been re- 
ceiving proper food, more particularly those foods 
which are wholesome rather than those which are 
palatable at the expense of being wholesome. 


The non-greedy baby on the other hand has had 
an improper start and probably insufficient and 
Improper food. In all probability he has been 
given the palatable foods rather than the whole- 
some foods, with the result that he has to pay the 
penalty, 

A word with regard to withholding the palat- 
able foods. There seems to be a great tendency 
to give the baby what he wants. Sweet foods and 
Sweet sugars by themselves cause more malnutri- 
tion than any other type of foods. 


_ Unfortuntely babies are not receiving the atten- 
tion they should after the first year. During the 
first year they receive proper attention; after the 
first year they are left to themselves, which inde- 
pendence as a rule frequently continues during 
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the “run-about age.’’ More attention should be 
given to this period of life. 


Dr. Hugh McCulloch, St. Louis, Mo.—I wish 
to call attention to the principles brought out by 
Dr. Royster as they are related to the care and 
treatment of cardiac children. You know recently 
there sprang into existence an organization for 
the prevention and relief of heart disease. This 
organization has not yet gone deep enough into 
the problem as they are handling it now, probably 
because children of school age have been given 
particular study. The chief activities for the 
control of heart disease are carried out during the 
school age. As we all know, the problem of the 
prevention of cardiac disease in children goes far 
back beyond the school age. It is the application 
of such principles as Dr. Royster has presented 
that we shall have to adopt to control heart infec- 
tions in children. The front rank of defense in 
these children lies not in their hearts, but in their 
resistance to disease. If they are prevented from 
having chronic infections which are severe in their 
initial dose or which become recurrent, we have 
accomplished a great deal in the prevention of 
heart disease. 


Dr. J. Ross Snyder, Birmingham, Ala.—There 
is an obstacle in our way in getting this matter 
presented to the public. I wish I had every gen- 
eral practitioner and every surgeon here to ram 
this paper down their throats. I find they are the 
greatest offenders in their homes. They regard us 
as cranks. We go into their homes to take care 
of their children and we try to advise them how 
to regulate their households. The whole regime 
in many a doctor’s household is adapted to the 
whim of the growing child. 

Dr. Henry Enos Tuley, Lowisville, Ky—I do 
not think there is any possibility of many cases 
of malnutrition escaping in the well-to-do. There 
are a great many cases that do develop in the 
well-to-do, but they are generally brought to the 
attention of the doctor much sooner than the same 
cases among the poorer classes. If the members 
of this section go to their homes with the idea of 
organizing nutritional clinics in their communities, 
they would reach a large number of people to 
whom this information is important. By getting 
together in nutritional classes we can not only 
reach the children, but we can preach the gospel 
of proper nutrition and watch the development 
and careful measurement of these children to a 
much greater advantage. It is the poorer classes 
undoubtedly that need this direction and this ad- 
vice, much more than the well-to-do. At the City 
Hospital we have very recently organized a wel- 
fare and nutritional clinic. To this clinic are in- 
vited ali mothers who have been delivered at the 
hospital and all children whose tonsils have been 
removed in the hospital. We have been able to 
elicit the help of the school nurses, the school 
teachers in getting attendance of the school-age 
children, and it is surprising what interest we are 
arousing in these children and in their mothers. 
Probably we shall not see the result of this work 
in our generation, but I believe in the next gene- 
ration the work we have started now will be felt 
if we can get our successors to carry it on. 


Dr. Oliver Hill, Knoxville, Tenn.—I would like 
to take issue with Dr. Royster regarding sugar. 
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Remember the growing childs metabolism requires 
more carbohydrates than the adult’s. He craves 
sugar. I do not believe in killing a child with 
sweets, but we should in a sense respect his indi- 
viduality. How should you like to sit down to 
something at the table you absolutely detested? 
You can tell the mother to limit the sugar. A lit- 
tle sugar at meals or a piece of candy after meals 
as reward is all right. Piling the sugar on a 
cereal is of course too much. 

Another thing, I have never seen the reason 
why an egg should be coddled or soft-boiled. Egg 
albumin, as we have learned, is digested easily 
after it is thoroughly cooked. If it is boiled hard 
and then crushed out, it is more easly digested. 

One other thing. I would like to ask Dr. Roys- 
ter who feeds his children at 6 a. m. 


Dr. P. F. Barbour, Louisville, Ky.—I feel Dr. 
Royster’s paper has touched a very important 
point in the care of pre-school age children. Each 
one of us attempts to tell our clientele how the 
child ought to be trained. Sometimes in our own 
families we live up to this pretty well or try to. 


But we do not reach ail the people. We do not 
reach the poorer classes. We do not see them 
until after the damage has been done. I have been 


talking to the superintendent of our public schools 
in Louisville for a good many years, trying to get 
him to put some kind of course in nutrition for the 
pupils in the girls’ high school and try to empha- 
size the importance of these future mothers 
knowing something about the principles of nutri- 
tion, something about the preparation of food, not 
only for themselves, but for the children to come. 
It seems to me here is a field in which we must 
work. There is a great difference between a child 
taking food that is palatable and taking the same 
food prepared in a non-palatable way. Our girls 
must be taught proper cooking. The mother can 
make almost any food for children palatable if 
she will take the time to prepare it. : 

Dr. O. H. Wilson, Nashville, Tenn.—I agree 
with Dr. Royster as far as sugar is concerned. 
The improper use of sugar frequently starts at 
birth. Nurses usually give sugar water. While 
it is not the sugar itself that does harm, it is the 
indiscriminate use, such as giving it between 
meals. 

Children should be taught to take things with- 
out sugar, and when sweets are given, if at ail, 
they should always be given because sufficient 
food has been taken before, not in place of it. In 
other words, as a dessert. 


Dr. J. D. Love, Jacksonville, Fla—Lest we too 
greatly condemn the use of sugar in the dietary 
of children, there are a few words I shou!d like to 
say. We know the child secures its carbohydrates 
through sugar and starches. Some of us have 
had children who were deriving their carbohy- 
drates through starches almost to the exclusion of 
sugar. Not infrequently these children suffer 
from starch indigestion. We are carefully regu- 
lating the diet, we are giving some article of 
starch which we think the child ought to handle 
properly, but the child still suffers from starch 
indigestion. The stools are examined and found to 
be filled with starch granules. That child has a 
natural craving for sugar, since it is not assimi- 
lating the carbohydrate being given and there is 
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a craving on the part of its system for some car- 
bohydrate it is not getting. I have seen on sev- 
eral occasions a child of that kind taken off al! 
kinds of starches, perhaps substituting some malt 
preparation, or even cane sugar, and the child’s 
improvement was manifest frcm the first. It was 
perfectly natural on the part of the child to crave 
sugar. 

I would state, too, that while Dr. Royster recom- 
mended feeding potatoes at 13 months, my per- 
sonal experience is that the potato is hard for the 
child to digest. It is probab'y one of the most 
difficult of the starchy foods for the child to han- 
die. Personally I rarely recommend potatoes to a 
child under eighteen months—usually eighteen to 
twenty-one months. 

Dr. W. A. Mulherin, Augusta, Ga.—Regarding 
the advantages and disadvantages of carbohy- 
drates in babies’ and children’s diet, might it not 
be well to call attention to the fact that there are 
two kinds of carbohydrates, soluble and insolub’'e, 
the soluble being sugar and the insoluble starch. 
Approaching this subject in a general way, and 
not the individual or single child with an intol- 
erance to sugar, we must accept well established 
facts that soluble carbohydrates are especial y 
well digested by babies under six months of age, 
and at six months of age, or older, the starches 
are especially advantageous and easily digested. 

My experience has been that babies up to six 
months of age take, and digest, sugar very well. 
For older children I have found that they do like 
sugars in the form of candies and sweets, and the 
chief disadvantages from such indulgence has 
been that it takes away their appetite for other 
substantial foods. 

In cases where children tolerate candy we’'l, i 
believe the only time they should receive it is 
after they have eaten a good meal, and it is given 
to them as a dessert. 

Dr. Royster (closing).—The paper was _in- 
tended to outline better principles of living and 
the application of the principles to the distinct 
elements in each individual case. A word about 
sugar, however. I did not condemn sugar as 
strongly as some took it. I do condemn it abso- 
lutely when we have proven by the analysis of 
our malnutrition case that sugar played an im- 
portant part in it and for a time I believe sugar 
should be absolutely prohibited. On the other 
hand, I do not see why we should not give our 
children the same start in life that we give our 
blooded animals. We feed our horses, cows and 
pigs what we know is good for them and produce 
a prize winner at the county fair. On the other 
hand, we feed our child what he wants. It is ex- 
actly analogous. Sugar is merely a carbohydrate, 
and children get carbohydrates in other ways. 
What I object to is to allow a child to sweeten his 
food to such an extent that his appetite becomes 
spoiled for other foods. How many times have 
we tried to change a child from one milk diet to 
other food and have the child refuse to take it 
because it is not sweet enough? 

Potato is digestible for a child 18 months old 
when properly cooked. There is only one way of 
cocking a potato, and that is to bake it. It 
should be baked until not one particle of un- 
changed starch 1s left, so that when you strike it 
on the table it breaks open into a mealy mass. 
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MILK AND BUTTER IN THE NUTRI- 
TION OF CHILDHOOD* 


By WILLIAM HENRY DONNELLY, M.D., 
Instructor in Pediatrics, New York Post- 
Graduate Medical School and Hos- 
pital; Chief of Nutrition 
Clinic, Brooklyn Hos- 
pital, 

Brooklyn, N. Y. 


The past ten years have seen a great 
advance in our knowledge of nutrition and 
the factors underlying it, especially in the 
infant and growing child. Two very im- 
portant lines of investigation have served 
to clarify our understanding of the sub- 
ject, namely, the study of malnutrition 
and its causes, and the epoch-making dis- 
coveries of the protective substances in 
food. These two lines of study have quite 
naturally and logically converged so that 
we have at last arrived at a scientific con- 
ception of what malnutrition is due to and, 
conversely, what is necessary to insure 
normal growth and nutrition in the child. 

It had long been known that a varied 
diet was requisite for the attainment of 
full growth and well-being in children, 
but it remained for the discoveries of the 
essential or protective food substances to 
put this common knowledge on an intelli- 
gent basis. F. G. Hopkins, in 1912 and 
1913, reported his results of feeding ex- 
periments carried out in animals since 
1906, illustrating the necessity for certain 
accessory substances or vitamins in the 
feeding. He fed two groups of rats on the 
same diet of casein, fat, carbohydrates and 
mineral salts. The first group got no milk, 
while the second group was given fresh 
cow’s milk up to 4 per cent of the total 
diet. The first class did not thrive, whereas 
the second did; furthermore, the addition 
of a small quantity of fresh milk to the 
diet of the first group made up the de- 
ficiency. 

McCollum and others have proven that 
a satisfactory diet in lower animals or the 
human offspring depends mainly on two 
substances called vitamins or protective 


*Read before the American Association of 
Medical Milk Commissions, meeting conjointly 
with the Southern Medical Association, Four- 
teenth Annual Meeting, Louisville, Ky., Nov. 
15-18, 1920. 
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substances called “fat soluble A” and “‘wa- 
ter soluble B.” Both of these are contained 
in fresh cow’s milk, although the former 
is also found in egg yolk, tubers, leafy veg- 
etables and glandular organs of animals, 
such as the liver and kidneys. Inasmuch 
as the human digestive tract is incapable 
of handling the vegetable foods in suf- 
ficient quantity to completely supply the 
deficiency, a certain amount of milk must 
be added to provide growth or preserve 
health. 

As this article will concern itself with 
milk and its product, butter, it might be 
well to quote the words of two authorities 
on the important role played by milk in 
the human diet. Fitch, in his work on 
“Dietotherapy,” says: 

“Milk contains proteins which furnish the 
building material for the wear and tear of the 
body; fats and carbohydrates which are the fuel 
to keep the body warm and furnish it with energy 
and power to do its work; and the necessary 
amount of water required by the body, all com- 
bined with the inorganic salts without which life 
can not continue.” 

McCollum, in “The Newer Knowledge 
of Nutrition,” writes as follows: 

“It has become evident that milk is the greatest 
factor of safety in our nutrition and it is certain 
that we could not have accomplished what we have, 
had we dispensed with milk as a food. There 
can be no doubt that there is great lack of 
knowledge by the people generally as to the im- 
portance of milk and other dairy products in the 
diet. There is no substitute for milk and its use 
should be distinctly increased instead of dimin- 
ished, regardless of cost. It has a value as a 
protective food in improving the quality of the 
diet which can only be estimated in terms of 
health and efficiency. An examination of any 
large group of people in the cities will show that 
where there is a high mortality from tubercu- 
losis milk has not been used to any great extent, 
and in any large group where milk purchases are 
large this disease is not a menace.’ 

Certain so-called “deficiency diseases” 
such as rickets, scurvy, xerophthalmia and 
pellagra can be prevented or cured by the 
administration of fresh milk. 


With regard to breast milk, McCollum 
and others are convinced from animal 
feeding experiments that a diet which 
will not produce growth and well-being in 
the child will not produce this normal con- 
dition in the mother. In other words, the 
diet of the nursing mother must contain 
the same factors or ingredients as would 
be required in the direct feeding of the 
child. Therefore, a nursing mother can 
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have the quality, as well as the quantity, 
of her milk kept up, or improved, best if 
she ingests liberal quantities of milk, 
leafy vegetables and eggs. 

It has been found by Hess and others 
that a deficiency of these important food- 
stuffs in the diet of nursing mothers in 
certain sections of the country, notably 
New York City, has a direct bearing on 
the prevalence of rickets, especially among 
the Italians and the colored children. The 
feeding of such protective food substances, 
and, in some cases, cod liver oil, to the 
pregnant woman and the nursing mother 
has been found to cut down considerably 
the incidence of rickets in children in a 
certain section of New York City, and 
this would seem to have great possibili- 
ties if carried out on a large scale in dif- 
ferent parts of the country. 

In the artificially fed infant, milk takes 
at first a place of single importance, and 
when other foods are gradually added, 
milk must still retain first place. 

Therefore, it would seem that a consid- 
eration of milk production, distribution 
and consumption is of the utmost impor- 
tance here. The most potent and force- 
ful argument in the feeding of certified 
raw milk lies in the fact that every pre- 
caution is taken, from first to last, to sup- 
ply the baby with the best possible grade 
and quality of milk. Even though boiling 
of milk has become quite widespread, this 
in no way excuses us from the duty and 
responsibility of procuring and providing 
the best possible milk to begin with. 

Hess, especially, has shown that drying 
or pasteurization in no great way de- 
tracts from the food and vitamin value 
of milk, providing that the milk is fresh 
when it is obtained and consumed. 

Aging of milk is the prime factor in 
the loss of vitamins therefrom; therefore, 
as raw milk must be kept under ideal con- 
ditions, delivered and consumed as early 
as possible to avoid spoiling, the one most 
important requirement is met, namely, 
avoidance of aging of the milk. 

Hess further found that pasteurization 
at the low temperatures of 140 to 145 does 
not kill off completely the acid producing 
bacteria, therefore the more potent and 
deceptive pathogenic bacteria can not grow 
so rapidly. Again, the souring powers of 
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the acid producers make the milk unat- 
tractive or repulsive before the pathogenic 
group have time to grow to a dangerous 
extent. 


Complete sterilization by boiling kills 
all bacteria and is therefore safe, but pas- 
teurization at 165 kills only the acid- 
formers and allows the spore bearers to 
continue to grow and produce a milk that 
may be really toxic without becoming of- 
fensive in appearance, smell or taste. 
Most dry milks are made from milk pro- 
duced under proper conditions and are 
dried almost immediately after the milk 
comes from the cow. This absence of ag- 
ing before drying accounts for the fact 
that dry milk does not usually produce 
scurvy or rickets. Following the same 
line of argument, the pasteurization, if it 
must be done, is best done as soon as pos- 
sible after milking in order to preserve 
the essential or protective substances. 


This makes grade A pasteurized the next 
best milk to certified or grade A raw, in- 
asmuch as most of it is pasteurized at the 
farm. In contrast to this early pasteur- 
ization at the point of production is the 
method commonly used in marketing grade 
B milk, which is transported in _ bottles, 
or more usually in bulk, over considerable 
distances to the city where it is finally 
pasteurized. Consequently not only is 
grade B milk aged before it is consumed, 
but, much more important, it is aged be- 
fore it is pasteurized. For this reason as 
well as for its higher bacterial count its 
use, whether bottled or “loose,” is to be 
condemned for the feeding of children. 


The wide prevalence of malnutrition in 
children of the pre-school and school age 
and the large numbers of undernourished 
children being treated in nutrition clinics 
or classes prompted the writer to analyze 
the histories of one hundred children in 
his nutrition clinic at Brooklyn Hospital. 


Of the hundred children, seventy did 
not drink milk at all, thirty drank milk oc- 
casionally or not more than a glass a day, 
and then either grade B bottled or “loose” 
milk. Not one child was seen in the clinic 
who drank three full glasses of milk daily, 
and not one drank any certified raw milk. 
Personal communications and interviews 
with workers in nutrition clinics in New 


Vol. XIV No. 7 


York and other cities show their experi- 
ence to be substantially the same as ours. 


In our treatment of undernourished 
children we have refrained from giving 
medicine in any form except in the rarest 
and unavoidable instances in order to see 
what proper diet, and mainly the drinking 
of the proper amount of good milk, would 
do in these cases. With the institution of 
a rest period after school and the insist- 
ence on the drinking of a glass of milk 
after each meal and after school as the 
fundamental measures of treatment, apart 
from hygiene of body and home, we have 
succeeded in making our cases gain at al- 
most one and one-half times the normal 
rate for their age and height. I am con- 
vinced that the milk drinking is the most 
important and the one indispensable fac- 
tor in the treatment of these cases of sub- 
nutrition. 


From this experience it is not illogical to 
conclude that a great number of the 30 
per cent of school children who are under- 
nourished in large cities would not be in 
such condition if provided with a suf- 
ficient supply of good milk, properly pro- 
duced under careful supervision, prefer- 
ably raw, delivered and consumed soon 
enough after milking to prevent both the 
loss of vitamin content and the growth of 
bacteria. 


What has been said about milk applies 
almost verbatum to butter which contains 
most of the fat soluble substance “A” of 
the milk. The high caloric content of 
butter is about equaled by various vege- 
table oils and preparations made from an- 
imal fats, but the lack of vitamin or pro- 
tective substances makes them very poor 
substitutes for butter, as has been shown 
by McCollum and many others. Along 
these lines an interesting table was shown 
by J. H. Larson at the New York Acad- 
emy of Medicine last winter and again 
before the Child Welfare Convention in 
New York last May, showing the effect on 
a group of children in New York State of 
absence of butter from the diet. Owing 
to war-time conditions, butter was tem- 
porarily discontinued from their diet. 


The tables showed beautifully and con- 
clusively the loss of weight which began 
at once, and was uniform in all cases 
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When improved conditions allowed the re- 
establishment of butter in the diet, the 
children not only showed an immediate 
normal gain, but in a surprisingly short 
time they also made up what they had lost, 
and reached exactly the normal weight 
and height which they would have at- 
tained at their regular rate of growth be- 
fore their deprivation of butter. It is in- 
teresting to note that, as far as calories 
were concerned, the ration of butter sub- 
stitute contained as much as and, in some 
cases, more than the usual amount of but- 
ter. 


CONCLUSIONS 


1. Milk, from its content of both fat 
soluble A and water soluble B, is indis- 
pensable in the diet of artificially fed in- 
fants and older children. 


2. Milk is indispensable in the diet of 
the nursing mother for the complete and 
proper nourishment of her child. 


3. Milk for children must be the very 
best obtainable, produced under the best 
possible conditions and consumed as soon 
as possible after production, i. e., certified 
raw milk. 


4. Boiling or drying does not destroy 
the protective substances of milk if done 
soon after milking. Certified raw milk 
should be used in every case possible in 
the feeding of children, even where it is 
necessary to boil it in preparing the for- 
mula, because we start with the best and 
freshest milk obtainable. 


5. Butter is an essential in the diet of 
the older child, and, while vegetable fats 
or body fats from animals contain the 
same number of calories as butter, statis- 
tics prove that they do not contain the pro- 
tective and growth-insuring substances in- 
dispensable to normal growth and we!] 
being. 
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BIRTH TRAUMA* 


By WILL DELAFIELD HEREFORD, M.D., 
Huntington, W. Va. 


For the year 1918 there are reported 
in the mortality statistics for the regis- 
tration area of the United States 6,149 
deaths due to birth trauma. This regis- 
tration area represents only 78.8 per cent 
of the total population. A great many 
survive the immediate effects of birth 
trauma, but later develop into idiots, epi- 
leptics, feeble-minded and the insane, as 
well as a large number of the deaf, dumb, 
and blind. 


This subject is worthy of the most seri- 
ous study and investigation, and upon the 
obstetrician, general practitioner and 
pediatrist devolves. a special responsibil- 
ity. 

Until recent years very little was done 
for these unfortunate infants. We are in- 
debted to Keen, who first suggested the 
need, and to Cushing, and later to Sharpe 
for their surgical aid. 


An important factor in intracranial 
hemorrhage during or soon after birth is 
the so-called hemorrhagic tendency of the 
new-born. Of thirty-six necropsies_ re- 
ported by Dr. Warwick, on still-born in- 
fants, or those dying within a short period 
after birth, 50 per cent showed ‘hemor- 
rhages in the dura, over the brain sur- 
face, or in the ventricles. Only one of 
these was a forceps case. In eight, or 50 
per cent, of those showing cranial hemor- 
rhage, hemorrhages were found in other 
organs. Paul found retinal hemorrhages 
of the infant in 50 per cent of premature 
labors, 40 per cent of prolonged labors, 
and 20 per cent of normal labors. 


Intracranial hemorrhage of the new- 
born is much more common than any of 
us know, because there are difficulties in 
its recognition in some cases. The most 
usual history is that following a prolonged 
or difficult labor, with or without instru- 
ments. It may occur, however, in per- 
fectly normal labors and occasionally to 
the premature baby. 


*Read in Section on Pediatrics, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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It is rare for these intracranial lesions 
to be associated with a fracture of the 
skull; occasionally depressed fractures of 
the vault and of the so-called “ping-pong” 
type result, but it is unusual for a frank 
linear fracture to be demonstrated. If 
there is any abnormality of the bones of 
the skull it is usually a separation of the 
sutures with or without their overlapping. 
The one most frequently involved is the 
median between the two parietals. 


Rupture of the longitudinal sinus is one 
of the most frequent causes, and the next 
most usual source of the hemorrhage is a 
rupture of the delicate supracortical veins 
of either or both hemispheres. The hem- 
orrhage may cover one or both hemis- 
pheres, or it may be small, yet the asso- 
ciated cerebral edema following the trauma 
is always present, and may in many pa- 
tients be the more serious factor. Intra- 
cranial hemorrhage in these new-born ba- 
bies rarely occurs in the cerebral cortex, 
and in the brain itself, and thereby caus- 
ing a destruction of brain tissue, but it is 
almost always subdural, but supracortical, 
and its damage to the underlying cerebral 
cortex is one of pressure. 


If this supracortical hemorrhage and 
excess cerebrospinal fluid can be success- 
fully drained and the increased intracra-, 
nial pressure be permanently lowered, 
these babies will have an excellent chance 
not only for the immediate recovery of 
life, but for future normality as well. Now 
is the ideal time for appropriate treat- 
ment. 


The symptoms of intracranial injury 
may come on immediately after birth, es- 
pecially if the labor has been difficult or 
instrumental. Usually the baby will do 
well for two or three days, then it refuses 
to nurse, is restless, cries a great deal. fol- 
lowed by stupor. There may be convul- 
sions or twitchings of one or more muscle 
groups. The pulse is strong, full and some- 
times slow. The respirations are irregu- 
lar, superficial and rapid, or they may be 
slow and deep, or of the Cheyne-Stokes 
type. The pupils are frequently unequal. 
Nystagmus, strabismus and bulging fon- 
tanel may be present. The reflexes are in- 
creased and may be more marked on one 
side. If the irritation is confined more 
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to the base of the brain Kernig’s sign and 
stiff neck may be present. 

Lumbar puncture is of the greatest di- 
agnostic importance. If free blood is 
found in the cerebrospinal fluid, not only 
is the diagnosis confirmed, but an excel- 
lent means of drainage is afforded. Daily 
repeated lumbar punctures, withdrawing 
10 to 12 c. c. of bloody cerebrospinal fluid 
may be done for a number of days until 
the pressure of the fluid does not exceed 
10 mm. of mercury. Very often excellent 
results may be obtained in these patients 
by this means. 

In those babies whose cerebrospinal fluid 
reaches a pressure of 15 mm. or higher, 
associated with tense fontanels and posi- 
tive ophthalmoscopic findings of increased 
intracranial pressure, a subtemporal de- 
compression and drainage is advisable in 
order to obtain a living child, and, of 
greater importance, a child which will de- 
velop normally. 
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DISCUSSION 

Dr. M. B. Herlong, Jacksonville, Fla-—Our 
state authorities have begun to recognize the ne- 
cessity of doing something for our ch Idren who 
are feeble-minded and paralyzed. Frequently 
the beginning of their troub!e was birth trauma. 
The only step we might take and the only thought 
that comes to my mind of getting ahead of Dr. 
Hereford in preventive measures is to ask the 
obstetricians to give us more exact methods of 
determining the size of the head in relation to the 
birth canal. We remember only a few years ago 
listening with awe to an account of a’ spinal 
puncture, then to a puncture of the longitudinal 
sinus for giving medication and nourishment, and 
later a puncture of the lateral ventricles in cases 
of hydrocephalus. Medicine is advancing every 
day, and I believe it will not be long before some 
one will give us a method whereby we can tell 
whether we are going to have birth trauma or 
somata pressure on our babies during parturi- 

ion. 

I examined a series of photographs at the Mas- 
sachusetts School for Epileptics and Feeble- 
Minded and was impressed with the great number 
of cases of hydrocephalus and cysts of the brain. 
The thing that struck me most was the amount 
of pressure inside of the brain, causing atrophy of 
the brain tissue itself, and the idea came to me 
that there must be some method whereby we could 
drain off this fluid, giving the brain cells a chance 
to develop. With Dr. Hereford’s method of drain- 
age we can accomplish a great deal. Drainage 
and thyroid extract will lessen the secretions. 
The only thing that handicaps us or makes us 
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hesitate is that the symptoms of pressure and 
birth trauma are also symptoms of some malfor- 
mation or the acute infectious diseases. With spi- 
nal puncture and cell count, we can rule out birth 
trauma. 


Dr. L. W. Elias, Asheville, N. C.—In this field 
has been accomplished one of the triumphs of 
Southern pediatrics. Dr. Sidbury, of Wilmington, 
was the originator of this method, and I should 
like to give the rest of my time to him. 


Dr. J. Buren Sidbury, Wilmington, N. C.— 
About three or four years ago my attention was 
brought to this subject because I had three or four 
cases of spastic diplopia. The first case was re- 
ferred to Dr. Sharpe, of New York, who happened 
to be in Wilmington. He had forgotten his in- 
strument and we took the liberty of telegraphing 
Dr. McGuire Newton to send us his instrument. 
This was the first case we had. This patient was 
four years old and had a spinal pressure of 18 
or 20 mm. Hg. This patient was afterwards op- 
erated upon by Dr. Sharpe. I later had a case 
referred to me that, four days after birth, devel- 
oped convulsions. This child had a bulging fonta- 
nel and other symptoms of intracran‘al pressure 
and 15 mm. manometer reading of intracranial 
pressure. I did a lumbar puncture, withdrawing 
2 c. ec. of pure blood. I repeated the lumbar 
puncture daily, and finally the baby after the 
fourth puncture developed a normal spinal fluid 
and normal pressure and today is perfectly well 
in every way, mentally and physically. Since then 
I have seen quite a number of cases of convul- 
sions, so-called epileptic, and in each and every 
case I have seen the spinal pressure manometer 
read above normal, that is, if you say 5 to 8 mm. 
Hg. of spinal fluid is normal, then these cases 
ranged from 10 to 20 to 30 mm. Hg. What that 
is going to lead to in regard to the so-called epi- 
leptics, I do not know, but I am doing repeated 
lumbar punctures and repeated spinal pressure 
readings with beneficial results in some cases. I 
am not in position to say other than that. These 
cases have optic findings, either pale disks or 
choked disks. With a pressure of 10 or 20 mm. 
Hg. they will usually show some optic change, 
either tortuous vessels, pale disks or other abnor- 
malities. 

The question was asked me at the Charlotte 
meeting last year where this instrument was to 
be obtained. Harvey Peace Co., of Philadelphia, 
is the instrument manufacturer who makes and 
distributes this instrument. The cost is about $40 
or $50. 

There have been five cases of intracranial hem- 
orrhage at birth reported which have been cured 
by lumbar puncture or repeated lumbar puncture. 
The work of Rodda has demonstrated the fact 
that all the trouble does not lie with the obstet- 
rician. He has proven at autopsy that many cases 
born in normal labor had hemorrhages not only 
in the brain, but in every other organ in the body. 
It is only fair that the pediatricians, surgeons and 
other men who are interested should not put all 
the blame on the obstetrician, because this condi- 
tion occurs in apparently normal cases and in 
premature babies. I have had two or three prem- 
ature babies that showed blood in the spinal fluid 
and increased pressure. The cause of this condi- 
tion may be divided into two general heads. First, 
spontaneous, or hemorrhage due to a general con- 
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dition or hemorrrhagic tendency or causes from 
within. Second, traumatic or causes from without. 

Dr. J. Ross Snyder, Birmingham, Ala.—I am 
quite willing not to blame the obstetrician for all 
of these cases, but I am also quite sure of another 
thing, that is, that since the use of pituitrin has 
become so common, cases of Little’s disease have 
become more common. 

Dr. L. T. Royster, Norfolk, Va.—The work of 
Dr. Rodda has been referred to and I am very glad 
it has. It seems as if Dr. Rodda has found a 
method of preventing many cases of hemorrhagic 
disease of the new born. His method is to test the 
blood and immediately give a transfusion from 
the mothers blood if you are not in a position to 
test other blocd rapidly. This stops the process 
from going on. It is not always easy to demon- 
strate by means of the lumbar puncture needle 
that hemorrhage is present. Some of the cases 
showing clear and normal spinal fluid, at autopsy 
show extensive hemorrhage. Some of the most 
serious cases of Little’s disease come to our notice 
after the twelfth month, and having shown abso- 
lutely no sign at birth or a few days afterwards, 
by most careful observations, of any pressure 
symptoms. It was said by one of the authorities, 
whose name I do not recall, that any infant who 
does not nurse well during the first three or four 
days of life must be suspected or intracranial 
pressure. Also, simple edema may cause the most 
serious manifestations of pressure, but later in 
life they have no manifestations whatever of 
trouble. We must remember those things because 
we are dealing with a very delicate substance 
when we are dealing with an infant’s brain. These 
cases do not always have a bulging fontanel. 
Some of my most characteristic cases of intra- 
cranial hemorrhage were first manifested not by 
bulging of the fontanel, but by a board-like feeling. 

Dr. William P. McDowell, Norfolk, Va.--We 
all see cases of birth palsies in our practice. To 
the close observer they are recognized very early 
in life and after a few years they become apparent 
to almost any one, even to the lay public. A young 
lady secretary in our office had become so familiar 
with them that when these patients came into the 
office she would come in and say, “There is one of 
those cases out there.” 

The responsibility for this accident should not 
always be placed on the shoulders of the obstetri- 
cian, for we are impressed with the fact that so 
often we meet with the condition in cases in which 
the accouchment has been conducted in a most 
careful and scientific way. So often we are told 
that the birth of the infant was quite easy and the 
labor normal. To the mother it may have been 
an easy normal labor, but to the fetus it may 
have been a very trying ordeal, as the delicate 
skull passed through the narrow and often con- 
tracted bony canal. I have recently had two very 
interesting cases of intracranial pressure. In 
each case the history was that of being normal at 
birth and apparently so for the first two days. 
About the third day they refused to nurse, became 
slightly cyanot‘c and began to have convulsions. 
Repeated lumbar punctures were done on these 
cases, on one the lumbar puncture was done every 
day for three days and on the other on alternate 
days. From five to fifteen c. c. of bloody fiuid, 
under increased pressure, was removed, and the 
results following were quite satisfactory. Pres- 
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sure was relieved, cyanosis cleared up, convulsions 
stopped and nursing was resumed. am not 
making any claims that future trouble may not 
occur, I simply know that the presenting symp- 
toms were relieved. What the future is going to 
do for these cases remains to be seen. 

As brought out by Dr. Royster, we cannot al- 
ways say that convulsions at birth are due to 
trauma or hemorrhage. Some of these cases may 
be due to cerebral edema. This was impressed 
upon me some few years ago, when I saw a case 
in consultation, in which a diagnosis of intracra- 
nial pressure, due to hemorrhage, had been made, 
with an unfavorable prognosis. That patient is 
now three years of age and is a very bright, in- 
telligent child. I can not say that this child in 
later years will not develop trouble. 

Dr. William Weston, Columbia, S. C—I do not 
know of a more interesting class of conditions to 
study than these so-called cerebral palsies. There 
are so many of them and of such varied cause that 
when I hear a paper on the subject, the discussions 
and suggestions given, I feel a deep sense of grati- 
tude to those who made the. suggestions, because 
I do not know a more pitiful class of cases, re- 
gardless of what may be their causation. 

There are one or two points on which I wish to 
lay stress. First, individualize your attention on 
the particular case that comes to you rather than 
on a classification of cerebral pals’es. Here is 
something very definite, something that is perhaps 
very individual so far as its etiology and subse- 
quent treatment are concerned. The three points 
on which I have laid great stress are: First, on 
a history of this ch‘ld from birth; second, the 
careful examination of the eye grounds. Do not 
rely on the report of even one very competent ocu- 
list. It has become my practice to try and get two 
or more reports and have those reports written. 
That is one thing that the army taught us to be 
careful about. Have the reports submitted in 
writing. Third, if you do not get any satisfac- 
tory informat‘on in regard to the examination of 
the eye grounds, make a lumbar puncture and 
make your studies from that. 

Dr. M. P. Rucker, Richmond, Va.—May an ob- 
stetrician have a word? I agree perfectly with 
our friend from Birmingham that pituitrin is a 
pernicious drug. I do not think there is anything 
so pernicious that has been brought out in medi- 
cine as the use of pituitrin. It should never be 
used until after the third stage of labor. 

Recently our students have been bringing the 
dead babies from the obstetrical department into 
the autopsy recom and opening the brains. We 
have had an opportunity of studying 18 such 
cases. There were 15 cephalic presentations, 
one vers‘on and two breech cases. Invariably in 
the cephalic presentations there were hemorrhages 
of varying size, usually small; some of them 
showed large hemorrhages. In the two breech 
cases there were no hemorrhages and in the ver- 
sion case none. 

I wonder what effect the putting in of a bag to 
induce labor, as Dr. Reed, of Chicago, does, would 
have on the prevention of hemorrhage. It is too 
early to know whether the bag would save the 
strain on the babys head and prevent hemorrhage. 

Dr. Hereford (closing).—I have nothing fur- 
ther to say except to thank the gentlemen for 
their discussion. 
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LIGATION OF THE SUPERIOR THY- 
ROIDS IN PATIENTS WITH EX- 
AGGERATED TOXIC SYMP- 
TOMS* 


By EDWARD G. JONES, M.D., 
Atlanta, Ga. 


Ligation of the thyroid arteries to con- 
trol goiters had been done on _ horses 
(Crotti) before it was proposed as a thera- 
peutic measure in human surgery. The 
first ligation in man is said to have been 
undertaken by Blizzard, in 1813. He 
tried to ligate the superior thyroid. The 
patient died of hemorrhage. A year later 
Wolffler was successful. 


For a decade prior to the antiseptic era 
Wolffler and other surgeons used this pro- 
cedure systematically in the treatment of 
goiter. The method was largely aban- 
doned until Kocher recognized in it a means 
of improving highly toxic patients and 
used it as preliminary to the more radical 
operation. A decade or more ago the 
method enjoyed some popularity as the op- 
eration of election in beginning hyper- 
thyroidism. At the present time its place 
in surgery is usually that of a preliminary 
step to later thyroidectomy. 

There are current observations to the 
effect that more blood passes to the thy- 
roid through its four main arteries than 
to the brain through the internal carotids 
and vertebrals; yet both superior and both 
inferior thyroid arteries may be ligated at 
the same sitting and the gland still receive 
enough blood from the neighboring tissues 
to prevent necrosis. There is also a belief 
that in proportion to its size the normal 
thyroid receives more than five times as 
much blood as the kidney. In certain 
pathologic states, notably in florid exoph- 
thalmic goiter, the amount of blood is 
enormously increased over the normal. 


_ “Read in Section on Surgery, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 


Moreover, under the influence of the vaso- 
motor apparatus very material transitory 
changes in the bulk of the organ may be 
effected without any increase or decrease 
of the composite histologic elements. 

The great vascularity of the gland 
and the very free arterial anastomosis 
would seem to make it theoretically im- 
probable that a single or double ligation 
would very materially reduce the blood 
supply to the organ. Yet the clinical fact 
of improvement in symptoms is so nearly 
constant that the inference of cause and 
effect is inescapable. 

There is very free intraglandular anas- 
tomosis not only between the vessels of one 
side, but also between the vessels of the 
two sides. The transverse anastomosis is 
less free than the longitudinal. The trans- 
verse anastomosis also relates less to the 
branches of the inferior than to those of 
the superior vessels. More blood enters 
the gland through the inferior than 
through the superior arteries. Conveni- 
ence and safety are the considerations 
which move surgeons usually to ligate the 
superior thyroids by preference. When 
the inferior thyroid is ligated the approach 
is relatively difficult. One may injure the 
recurrent nerve or cause necrosis of the 
parathyroids because the artery in ques- 
tion sometimes sends terminal vessels to 
the parathyroids. 

The superior thyroid enters the upper 
pole at its apex; and this relation is prob- 
ably not materially disturbed no matter 
what change of position or development 
may supervene. When the pole shifts the 
artery shifts with it, so that the position 
of the pole is the landmark for the entry 
of the artery. 

Promptly on reaching the thyroid tissue 
the artery breaks up into branches. One 
of these, the posterior branch, is rather 
large, and is sometimes given off even be- 
tore the artery reaches the gland. It is 
by no means difficult to miss this posterior 
branch in ligating, a fact which may ex- 
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plain our failure sometimes to get the ex- 
pected improvement from ligation. 


The veins of the upper pole correspond 
with the arteries usually. Ginsburg* calls 
attention to the occasional presence of a 
large vein which, leaving the pole later- 
ally near the apex, enters the internal 
jugular directly. This vein may cause em- 
barrassment if unrecognized during thy- 
roidectomy, or if overlooked may subtract 
from the efficacy of ligation (granting 
that interruption of the venous absorption 
is helpful). 

Branches of the superior laryngeal nerve 
(vagus) and vaso-motor sympathetic fibers 
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Entering or leaving the thyroid gland 
at its upper pole, therefore, we have the 
following structures: artery, veins, lym- 
phatics, nerves (superior laryngeal and 
sympathetic). 

The special object of this paper has been 
to discover if there is any unanimity of 
opinion among surgeons of experience 
touching certain principles involved in li- 
gation and to record their practice re- 
specting a few technical points in its exe- 
cution. 

Inquiries (indicated hereafter) were 
addressed to thirty-six surgeons, all of 
whom have had a considerable experience 


1. Showing blanching of tissues in the distribution of the 
superior thyroid as polar ligature is tied. 

enter the upper pole with the artery. The 
superior laryngeal branches are said to be 
secretory and vaso-dilator in function, a 
fact of significance in connection with liga- 
tion of the superior pole. 


The lateral ascending lymphatic trunks 
more or less exactly follow the course of 
the superior thyroid artery and end in 
the deep glands about the bifurcation of 
the common carotid (Cuneo). Sistrunk, 
who has studied the thyroid lymphatics 
carefully, believes very little is known 
about them. 


*Annals of Surgery, Vol. LXI, No. 3. 


2. Illustrating the method in which the sterno-thyroid hugs 
closely over the upper pole. 


in thyroid surgery. Replies were re- 
ceived from twenty-five. It is disappoint- 
ing that no report is in hand from Dr. 
Halsted because of illness. Dr. Sistrunk 
is assumed to represent the Mayo Clinic. 
Of the twenty-five, one, Dr. Finney, re- 
ports: 

“T never ligate thyroid vessels any more, for 
the reason that it docsn’t seem to be necessary. 
I never do an extensive resection (the more toxic 
the case the more extensive the resection) at one 
sitting and am well satisfied with my results.” 

Buford, Chicago, has almost abandoned 
ligation because he can not control pa- 
tients after they have improved and be- 
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cause he is well pleased with unilateral 
thyroidectomy as an alternative. 


1. Is it better: 

(a) to isolate the artery and ligate it 
before it enters the pole; or 

(b) to ligate the artery and vein together 
outside the pole; or 

(c) to ligate the thyroid pole itself 
(Stamm-Jacobson) ? 


(It was requested that no cognizance 
be taken of those instances wherein the 
overgrowth curtails one’s liberty of action, 
it being accepted that sometimes the con- 
formation of the pole influences one to 
adopt a method which is not his first 
choice.) 


8. Polar ligation. There is always an avascular area be- 
tween the thyroid cartilage and the upper thyroid pole. 


Three ligate the artery alone before it 
enters the pole (a), one (Goetsch) of the 
three stating definitely that he regards 
venous interruption as unimportant. 
Eight tie the artery and vein together 
outside the pole (b), eleven ligate the pole 
itself (c), one (Crile) thinks there is no 
choice as between (a), (b) and (c), one 
regards (b) and (c) as equally useful. 
One (Abell), from clinical experience, 


a id certain of the relative inferiority 
of (a). 
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2. In the execution of (a), (b) or (e). 
(above) should the vessels (or tissue) be 
severed between ligatures? 


Eighteen do not sever between liga- 
tures. Two of the eighteen (Goetsch and 
Horsley) double ligate, but do not cut 
(others may do so, the question not being 
asked). Sistrunk does not personally sever 
the tissues, but reports that about one- 
half the surgeons at Rochester do. Six 
cut the vessels (or tissue) between liga- 
tures. Two crush the tissue before ligat- 
ing (others doubtless do likewise, the ques- 
tion not being asked). 

3. Reasons for preferring (a), (b) or 
(c) (above). 

Advocates of ligating the artery alone 
are inclined to believe that it accom- 
plishes all that either of the other methods 
does, is easier of execution, and leaves sub- 
sequent thyroidectomy less difficult. 


Among those who ligate artery and vein 
together outside the pole there is a dispo- 
sition to aim at lessening absorption as well 
as secretion. Some believe the lymphatics 
are thus included and some the nerves 
also. Further reasons advanced are that 
the vascular complications of polar liga- 
tion are escaped and that subsequent thy- 
roidectomy is easier than after (c). No 
operator suggests that the control of the 
total incoming blood is more certainly ac- 
complished by (a) or (b) than by (c). 

Those who ligate the thyroid pole itself 
by preference are inclined to look on this 
method as the surest way to interrupt the 
arterial, venous, lymphatic and nervous 
connections of the upper gland, and, there- 
fore, the surest way to limit production 
and absorption. Three think this easier 
than the other methods. Dr. C. H. Mayo 
says the ligation should be made close to, 
or should include, the pole itself “so that 
a reversal of circulation in anastomatic 
branches with the inferior thyroid may not 
occur.” 

Not all who believe interruption of in- 
nervation is important cut the nerves; nor 
do all who. hold this view and yet leave the 
nerves uncut use linen or silk. 


4. What ligature material is best? 


Ten use linen or silk, seven use “cat- 
gut,” six use chromic or tanned catgut, one 
uses either linen or chromic gut. - None of 
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those who sever between ligatures uses 
linen or silk except Crotti. 

5. How is the improvement to be ex- 
plained ? 

All agree that there is a decrease in 
cellular activity and a consequent decrease 
in thyroid output; and all agree that an 
undoubted factor in causing the curtailed 
activity is the curtailed arterial blood sup- 
ply. Eleven give no additional explana- 
tion, but from examination of their an- 
swers to the other questions it is plain that 
most of these eleven believe, or suspect, 
that there are additional reasons. 

Of the fourteen remaining operators 
five mention as factors in the improve- 
ment interruption of the arterial, venous, 
lymphatic, and nerve connections, two 
mention severance of the arterial, venous, 
and nervous currents, three mention cut- 
ting off the arterial and venous currents, 
and four mention the abolition of arterial 
and nervous communications. 

Many doubt that any, or all, of the fore- 
going explanations are altogether explana- 
tory of the usual result. Goetsch, Mc- 
Guire and Lewis express this doubt 
plainly and add that they do not know the 
real cause. Others intimate the same du- 
biety. Bartlett and McGuire wonder if the 
post-operative regime is not a considerable 
factor. Sistrunk and Guthrie believe that 
many patients are ligated during a crisis 
and would improve without the ligation as 
the crisis subsides. 

6. Experiences as to temporary or per- 
manent improvement. 

No one reports any large confidence in 
permanent cure from ligation. Almost all 
mention occasional patients who have been 
apparently permanently cured, and many 
who have been greatly improved for long 
periods. All predict an exacerbation of 
hyperthyroidism without later subtotal 
thyroidectomy. There is evidence of a de- 
veloping sentiment that the time of the 
radical operation ought to be determined, 
not by the calendar, but by the aproxi- 
mate return of the metabolic rate to nor- 
mal. In the majority of instances, how- 
ever, this will not vary far from the pe- 
riod (three or four months) already es- 
tablished by clinical experience as the oc- 
casion of optimum probable improve- 
ment. 
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Lahey, Guthrie and Grant especially 
caution against too long an interval be- 
tween ligation and thyroidectomy. 

Our personal experience covers seventy- 
four ligations on thirty-eight individuals, 
We have refused this much help to no pa- 
tient except to two or three practically dy- 
ing. 

We have very great faith in the pro- 
cedure’s accomplishing improvement in 
toxic patients, and thus bringing many 
hazardous risks within the range of rela- 
tively safe surgical relief. No other sin- 
gle expedient, we believe, has been so help- 
ful in keeping down our mortality to 8/10 
of 1 per cent during the past nine years. 
We have recently run a= series of 
112 consecutive exophthalmic operations 
without a death, the series being inter- 
rupted, one a month ago, by a death from 
a pulmonary complication. 


We have had no death from ligation. 
No patient has died from thyroidectomy 
who had previously had a ligation. Of 
course we can not actually know that any 
patient in this last mentioned class would 
have succumbed to thyroidectomy without 
preliminary ligation, but the conviction 
that some of them would is very strong. | 
On the other hand, while we can not know 
it, we do not believe that at least one of 
the two toxic patients we have lost woul 
have died if ligation had been done before- 
hand. This patient was the first in our 
exophthalmic series, and by no means 
should have been subjected to thyroidec- 
tomy. We should handle the situation dif- 
ferently now. The second succumbed last 
month, not to acute hyperthyroidism, but 
to pneumonia. 

Except a few individuals who had severe 
nephritis, or pellagra, or extreme cardiac 
embarrassment or some similar major 
handicap, practically all our patients have 
shown very marked improvement as ev!- 
denced by a gain of weight, less trouble- 
some tachycardia, palpitation and nervous- 
ness. When one considers the relatively 
trivial interference with the total blood 
supply from even double ligation the gain 
in weight especially approaches the incred- 
ible. We have now in hospital for second- 
ary thyroidectomy a patient who has put 
on 45 pounds since her ligation. More- 
over, it is sometimes astonishing to note 
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the improvement in patients suffering un- 
der such handicaps as are mentioned above. 
Occasionally a woman whose heart is so 
very bad that no hope of any improve- 
ment seems justified will greatly surprise 
us by entering the stage of at least reason- 
able cardiac tranquility. 


One patient having refused secondary 
thyroidectomy is not only well of her hy- 
perthyroid symptoms six years after dou- 
ble ligation, but even exhibits some symp- 
toms of mild myxedema. Of course, as i; 
usual, quite a percentage of our patients 
after ligation consider themselves rela- 
tively well and have declined further in- 
terference. 


We have perhaps more frequently li- 
gated the pole itself than the isolated ves- 
sels. We are not able to note any differ- 
ence in the results. We usually double 
ligate with chromic and do not sever the 
tissue. 


There is at least this to be said against 
ligation: (1) the patient is sometimes dif- 
ficult to bring to subsequent thyroidec- 
tomy, considering herself relatively well; 
(2) the later operation is somewhat more 
difficult; (3) while the scars should be 
quite inconspicuous there are, neverthe- 
less, three scars in the neck instead of one. 
In very many instances the added safety 
afforded the patient by the procedure ren- 
ders the objections relatively inconsequen- 
tial. Nevertheless, as one’s experience ex- 
pands, and one acquires a larger confi- 
dence in his own judgment, he probably 
inclines more to resection. 


There is a class of these patients for 
whom unilateral resection is compara- 
tively safe, and yet for whom bilateral re- 
section is unsafe. I am approaching the 
conviction that the interest of such a pa- 
tient will be better served by two resec- 
tions than by ligation and later bilateral 
resection. However, it is to be remem- 
bered that this plan is even more vulner- 
able than ligation upon the point of sub- 
sequent inability to bring the patient to 
the second operation. 


SUMMARY 


1. The plar. of ligating a part of the 
thyroid pole with the vessels is somewhat 
Prob- 


more popular than any other plan. 
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ably as good results follow ligation out- 
side the pole. 

2. It is apparently not necessary to use 
non-absorbable ligature material nor to 
sever the tissue between ligatures. 


3. A completely satisfactory explana- 
tion of the remarkable improvement is 
lacking. 

4. Certain patients are too good for li- 
gation and too bad for bilateral thyroid- 
ectomy. They should have the resection 
done in two stages, one side at a time. 
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The Lymphatics. 


DISCUSSION 


Dr. J. M. Alford, Oklahoma City, Okla.—I want 
to ask Dr. Jones the average length of time the 
maximum amount of benefit has been received 
after ligation of the poles before the thyroidec- 
tomy has been done. How is it determined? 
know this is like asking a man to go through a 
forest and pick up the straightest stick he finds. 
He sees many, but thinks he will find better ones 
and goes out finally without any at all. 


Dr. A. L. Blesh, Oklahoma City, Oxla.—The 
thyroid gland at the present time occupies a 
prominent place in the surgical mind. Especially 
has it been most interesting to those of us who 
have dealt with the early phase of the surgery 
of it in which we had many surprising and sudden 
deaths. It required some time for the profession 
to realize how narrow the margin of safety 1s 
in the case of toxic goiter. The surgeon had 
practically solved the problem of safely operating 
these cases before the laboratory had worked out 
the reason. He had learned by bitter experience 
to approach the larger operation by a series 0 
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graded steps. He realized that it was the in- 
creased thyroid output which was responsible for 
over-excitation, which in turn reduced the alka- 
line reserve and thus narrowed the patient’s mar- 
gin of safety. He also learned that the disease 
progresses by crises and that the most dangerous 
time to approach these cases surgically in a radi- 
cal way was during a crisis. The fact that the 
disease presented these phases also explained ap- 
parent cures by various medical means. Rest 
alone has been found one of the best means of con- 
serving the patient’s energy and increasing his 
resistance. Nearly all these patients at rest will 
improve. 

This emphasizes the point that a toxic goiter is 
never an emergency operation and should never 
be so considered. The worse the condition of the 
patient the less the indication for immediate op- 
eration. Every patient submitted to operation 
must be studied from every angle: the emotions, 
the muscular system, respiratory, nervous sys- 
tem, circulatory system and the kidneys. A crisis 
consumes the alkaline reserve and if any opera- 
tive assault be made at this time it must indeed 
be mild. When doing the radical operation the 
surgeon must cast from his mind the idea of 
doing a beautiful, finished and artistic operation 
and be ready at any moment, or any stage of the 
operation, to drop his scalpel and return his 
patient to bed. 


The slides which Dr. Jones has shown us are 
very interesting. My experience with these cases 
has been such that I have been sure that this in- 
termediate stage which he has illustrated must 
exist. I, too, have been struck by the fact that 
there is a gap in the literature of this particular 
phase which he has shown. I feel deeply grate- 
pti the Doctor for having shown us these illus- 
rations. 


Dr. Jere Crook, Jackson, Tenn.—I think we all 
owe Dr. Jones a debt for having worked out this 
subject of goiter. He has worked on it for years 
and his statistics of 112 cases without a death 
make a record which not only Dr. Jones should 
be proud of, but the Association as well. 


I believe the present status of goiter surgery is 
= of the greatest achievements of modern 
imes. 


Dr. Jones (closing).—Usually there has been 
such improvement in the tachycardia and ner- 
vousness and such a remarkable gain in weight 
after ligation that these things have not 
been satisfactorily explained. There is a dis- 
position to predict an exacerbation of the symp- 
toms if we wait beyond three or four months after 
ligation. This has been based merely on clinical 
observation. At the present time there is a more 
scientific and reliable thing to depend upon, the 
basal metabolism, to decide as to when the time 
of the maximum improvement has arrived. None 
of these patients should be subjected to resection 
when they are getting worse or approaching a 
crisis. The average clinical and laboratory re- 
sults point to the fact that they should be op- 
erated upon three or four months following liga- 
tion. Sometimes we think it best to ligate one 
pole, and in the next two or three weeks ligate 
the other pole. 
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CONSERVATION IN SKULL AND 
BRAIN INJURIES, WITH ILLUS- 
TRATIVE CASES* 


By J. S. TURBERVILLE, M.D., 
Century, Fla. 


It is customary to discuss injuries of 
the skull under subheads descriptive of 
the type of injury. I think this is unnec- 
essary in a gathering of this kind. In the 
discussion to follow, when necessary I 
shall use these descriptive terms without 
my own interpretation of their meaning. 

In considering fractures of the skull, 
the types usually are unimportant, but it 
is very essential to know if the intracra- 
nial structures are damaged and to what 
extent. I have the feeling that intracra- 
nial injuries have been poorly understood 
by the average man doing surgery. This 
has been the case with me. I have fluct- 
uated between hope and despair, between 
operative and non-operative management. 
A series of operative successes has led to 
an amplified wave of surgery, and a series 
of failures to a non-operative wave. The 
changes have been made without any in- 
telligent reason. 

Casual perusal of accessible literature 
makes me think that most of the treat- 
ment has been of the hit or miss type. 
The more serious writers have consumed 
a good deal of time and space discussing 
concussion, contusion, laceration, epidural 
and subdural clot and compression, with 
elaborate theories for their differentia- 
tion. All more or less hazily recognized 
some of the features of compression, and 
still more hazily outlined a plan of pro- 
cedure for treatment. Most of them recog- 
nized that there were certain persons who 
recovered well without operation and 
others died after operation, but few made 
any attempt to formulate workable rules 
for the differentiation of types. 

Sharpe’s book appears to clear the mist. 
He at least has shown what should have 
been obvious, namely, that compression is 
the essential pathological process in most 
brain injuries, whether due to depressed 


*Read before the Southern States Association 
of Railway Surgeons, Auxiliary of the Southern 
Medical Association, Fourteenth Annual Meet- 
ing, Louisville, Ky., Nov. 15-18, 1920. 
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fractures, contusion, laceration, or epi- 
dural or subdural clot. He appears to 
have discovered a maximum _ pressure 
compatible with non-operative manage- 
ment and demonstrates this with the 
spinal mercurial manometer. He gets his 
indications for spinal puncture from the 
general clinical picture, more particularly 
from a systematic study of the optic discs. 


He considers all cases operative where 
the spinal mercurial manometer shows a 
reading of 16 mm. or more. A few cases 
showing convulsions or paralysis, with the 
spinal pressure less than 16 m.m., are sub- 
jected to operation for removal of the local 
condition. The total number of operative 
cases is usually about 30 per cent of all 
brain injuries. He states that after the 
period of shock has passed, indicated by 
lowering pulse and respiration and rising 
blood pressure, that frequent ophthalmo- 
scopic examinations should be made, and 
at the least blurring of the nasal halves 
spinal puncture should be made to deter- 
mine the degree of pressure. 


He uses spinal puncture as a therapeutic 
agent in the milder cases. His operative 
method is subtemporal decompression 
with drainage. The incision is just above 
the zygoma, half an inch anterior to the 
external auditory meatus to the middle 
of the parietal crest. The temporal mus- 
cle is divided in the direction of its fibers, 
great care being taken not to detach the 
muscle from the parietal crest. An open- 
ing 3 to 314 inches in diameter is made 
in the skull, extending from its base up- 
wards. The dura is opened in a crucial 
manner. It is important to slit the dura 
to the base of the skull and stop all bleed- 
ing before inserting the drain. The lat- 
ter is of rubber tissue and is put in under 
the temporosphenoidal lobe. If it is 
thought necessary, one can be put in the 
upper angle of the dural incision. 


Subtemporal decompression is indicated 
in all cases with or without fracture with 
a spinal pressure of 16 mm. or more ex- 
cept in those where the elevation of de- 
pressed fragments suffice to relieve the 
condition, or in those cases where opera- 
tion is done for the relief of local cortical 
irritation. His advice is against opera- 
tions in medullary edema, as these cases 
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die with or without operation and surgery 
is discredited. 

I hope I may be pardoned for quoting 
so largely from Professor Sharpe’s book, 
but it is the most lucid of the literature 
consulted. The correctness of his conclu- 
sions I do not attempt to discuss, but he- 
certainly has put his matter in an under. 
standable form, and his rules for separa- 
tion of the non-surgical from the surgical 
are easy to follow. 

I shall not discuss old skull and brain 
injuries, as the correct handling of the 
recent ones will obviate the necessity for 
later treatment. 


ILLUSTRATIVE CASES WITH COMMENT ON 
THEIR MANAGEMENT 


A. L., white, male, age 18, skull crushed by 
shingle mill carriage in an oblique direction. 
The left external angular orbital process and 
corresponding portion of the parietal bone were 
crushed in. His condition when. seen was that of 
intracranial compression. Operation consisted of 
removing a detached fragment of the angular 
process, wiping away the loose brain tissue and 
elevating a depressed fragment of the parietal 
bone. There was immediate relief to his sterto- 
rous breathing. He was dazed for a few days, 
with alternate periods of stupor and restlessness 
but with steady improvement. He made a com- 
plete recovery. This was 13 years ago and the 
man is still well. This case was correctly 
handled. 


P. H., colored, male, age 30, fracture of the base 
by contre coup from limb falling on the head. 
He never at any time showed any profound com- 
pression symptoms. Incoherence of thought and 
speech with headache were his chief symptoms. 

is mind was clear in about a week, but he had 
slight right internal rectus paralysis and head- 
ache. He resumed his work a month or two 
afterwards, but became a capudine fiend on ac- 
count of his headache, became insane about three 
years after the injury and died not very long 
after the onset of his insanity. No operation 
was done at the time of injury. Whether one 
was done after he was sent to the asylum I do 
not know. This case was poorly handled. I now 
have the feeling that if his spinal pressure had 
been taken and some rule such as Sharpe has 
formulated followed, he would have been living 
and well. 

. J., colored, male, age 25, was struck over 
the head with a billiard cue and a section of the 
right parietal bone a little larger than the stick 
and the whole length of the bone was depressed 
and the scalp laid open almost to the same extent. 
He was seen by another medical man and the 
scalp sutured. I-saw him about forty-eight hours 
afterward in a condition of medullary edema. 
The scalp was reopened and enlarged and the 
depressed fragment was removed. The man died 
within the next twelve hours. It was a mistake 


to have operated upon him at this late period. 
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D. B., white, male, age 20, hurt in log train 
wreck. Scalp above and behind left ear torn, 
left auricle torn loose from its bony attachment 
and laid forward, blood in both ear canals, blood 
in nose, vomited blood, double convergent squint, 
left facial paralysis, right collar bone dislocated, 
ulse 60, and slight stupor with complaint of 
eadache. The scalp wound was enlarged and 
vault explored. A linear fracture was found 
radiating downward and backward. The auricle 
was sutured in place. He slowly improved—first 
his mentality, then his eye muscles. These latter 
have almost completely recovered. He still has 
facial paralysis, as was predicted at the time. 
This was ten years ago and with the exception 
of his facial paralysis he appears well now. I 
doubt that he would have been benefited by addi- 
tional operation. 


P. W., colored, male, age 30. A piece of flying 
timber struck him in the right orbit above the 
eye and penetrated the skull to a distance of 
three inches. This had bzen r-moved, so I do 
not know its direction and did not probe to find 
out. He complained of intense headache and had 
a copious draining of cerebrospinal fluid from 
the nose. He at no time showed signs 6f com- 
pression. He was not operated, but treated ex- 
pectantly. He made slow improvement and 
never recovered perfectly, but got well enough 
to work. However, he was always forgetful and 
had headache. His employer reported him as be- 
ing “no account.” He passed from observation 
after a few months. I do not think surgical 
treatment was indicated here. I still think my 
management was correct. 


E. J., colored, male, age 2% years, shot under 
the right eye with exit at junction of right pa- 
rietal and occipital bones. The bullet did not 
come through the scalp. The right lateral sinus 
was torn. The child showed some signs of com- 
pression. The scalp was opened over the hema- 
toma and bullet, fragments of skull and brain 
tissue removed. The hemorrhage from the lat- 
eral sinus was stopped by gauze pack. The pa- 
tient had a convulsion. After this convalescence 
was uninterrupted. He made a perfect recovery, 
except that he was blind in the right eye. This 
was ten years ago. I saw the child frequently 
for five or six years afterward and he appeared 
normal except for blindness in the right eye and 
a pulsating area over the wound site. This case 
was correctly handled. 


F. S., white, male, age 30. Hurt in runaway 
of horse team. First seen about twenty-four 
hours after injury. No visible scalp wound, but 
blood in both auricular canals. His thought and 
speech were incoherent, some nausea and vomit- 
ing, complained a good deal from headache. 
There was some discharge of cerebrospinal fluid 
from the nose. The diagnosis of fracture of the 
base was made, but no operation was performed. 
He made slow improvement, especially mentally. 
He was sent home in about two weeks. This was 
five years ago. He is still living, but his condi- 
tion is not known. I rather think had the oph- 
thalmoscope and spinal mercurial manometer been 
used this case would have shown indication for 
operation. His convalescence was too slow. This 
case was poorly handled. 
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U. R., white, male, age 30, struck by another 
man in a fight. The scalp was laid open and at 
least half of the left parietal bone was com- 
minuted and driven in. The brain was running 
out. He was in light coma with pulse 60. His 
scalp was cleaned and shaved. The scalp wound 
was enlarged, then detached fragments removed 
and wiped with iodin and others elevated. The 
skull opening was 5 by 3 inches. There was one 
large fragment just above and anterior to the 
left ear, almost as large as the opening men- 
tioned, that was depressed. This was elevat-d. 
The dura was found with an extensive lacera- 
tion. No attempt was made to suture this. Rub- 
ber dental dam was tucked in under the edge of 
the skull with one corner left out to act as a 
drain. The large detached fragments were 
placed over the rent in the skull in such manner 
that they had contact with living bone and did 
not press on the underlying structures. The scalp 
was closed except where the corner of the dental 
dam was left out. After the patient recovered 
from the anesthesia his mind was clear. He did 
not suffer headaches or other inconveniences ex- 
cept soreness about the injured area. The 
wound was dressed on the second and fifth days. 
The rubber dam was removed on the latter day 
by a twisting motion; stitches removed on the 
ninth day. All the bone fragments grew as 
placed and he now has no skull defect, except 
slight irregularity of the surface due to the frag- 
ments being placed on top of the solid bone. This 
man stayed off from work for three months. This 
was two years ago. He has since held a rather 
responsible position. If he now has any menta! 
or other impairment it is not demonstrable. This 
case was correctly handled. 


J. O., white, male, age 30, injured in a saw 
mill. There was a depressed fracture about 1 
by 2 inches, piece detached and driven in right 
frontoparietal region. The brain tissue was run- 
ning out. The man showed fairly profound com- 
pression symptoms. The scalp wound was en- 
larged and the depressed fragment removed and 
wiped with iodin. There was, of course, lacera- 
tion of the dura. Rubber dam was tucked under 
the edge of the skull with one corner left out for 
drainage. The fragment was placed back in such 
a way as not to compress the structures beneath. 
The wound was dressed on the second and fifth 
days. The rubber dam was removed at the sec- 
ond dressing by a twisting motion. The man was 
restless for about forty-eight hours after the 
operation and was practically unconscious for 
this period. He made slow improvement. The 
scalp sutures were removed on the ninth day. 
The fragment of bone grew as placed. He has 
a slight lump where this was laid on the solid 
bone. His recovery was not so rapid as the case 
just mentioned. Perhaps subtemporal decompres- 
sion in addition to what was done might have 
hastened his recovery. I saw him once about a 
month after he left the hospital and he appeared 
a little stupid, but as I had never seen him before 
the operation this may have been natural. He 
is still living, but present condition unknown. 
This injury was two years ago. 
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DISCUSSION 


Dr. Duncan Eve, Nashville, Tenn.—This is a 
very valuable paper, particularly as the essayist 
yew the use of the rules of Sharpe, which 

regard as perhaps the second most important 
suggestion made in regard to brain surgery. The 
most important, no doubt, was that suggested 
by Cushing: decompression of the subtemporal 
and the use of urotropin. No doubt these two 
suggestions have practically supplanted all other 
innovations and plans of treatment so far as 
benefits will accrue. The rules laid down by 
Sharpe unquestionably are those many of us are 
following today and I have no doubt we are get- 
ting better results. 

The essayist has particularly referred to frac- 
tures at the base. It reminds me very much of 
one occasion when I was called into court to give 
expert testimony in regard to a case. 

The trouble no doubt was due to a clot which 
was not recognized, and due, too, to the fact that 
a fracture extended into the base. The gentle- 
man who had first attended the case gave all his 
reasons for not making an operative procedure: 
first, that it was a case merely of concussion, and 
later the clot increased in size until compression 
symptoms took the place of those of concussion. 
The lawyer asked him (and I was admitted into 
the court room while he was testifying) how he 
could tell a case of concussion from one of com- 
pression. He was very well prepared and gave 
a great number of symptoms. 

Said the lawyer: “Did you make use of any of 
those symptoms?” 

“Yes,” replied the doctor. 

“Which ones?” 

“Well,” said the doctor, “I made a test—or had 
it done—for choked disc.” 

“Why didn’t you do it yourself?” asked the law- 
yer. 

“T wasn’t competent,” was the reply—a very 
unfortunate statement. 

“What else did you do?” 

“T made a spinal puncture.” 

“Well, what did you find out from that?” 

“I found bloody cerebrospinal fluid,” said the 
doctor 

“Well, then, did you know it was a case of com- 
pression?” 

“Ves.” 

“How did you apply all those other symptoms?” 
asked the lawyer, enumerating the various symp- 
toms previously named by the doctor. 
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“Well,” replied the doctor, “because he didn’t 
die I was satisfied it was a case of compression. 
They linger very much longer than those with 
concussion.” 

“You didn’t operate?” 

“No.” 

Now, if Dr. Sharpe’s rule had been applied, he 
would perhaps have gone ahead and managed 
the case very well. He appeared almost too 
learned for the court, and absolutely that case 
went into a judgment where in all probability, 
if the doctor had been a little more tactful, they 
would not have received a judgment against the 
railroad company which he represented. 


I merely mention this to suggest that we fre- 
quently wait too long, until the golden opportu- 
nity is passed, for surgical interference. Hence 
we want to make the application as the essayist 
has proposed, of the rules of Sharpe. The rules 
of Sharpe, properly applied, oftentimes will save 
your patient. 

Dr. A. J. Mooney, Statesboro, Ga.—Probably 
the most important thing in the prognosis, and 
drawing the line as to the time of operation, es- 
pecially in injuries around the base of the brain, 
is frequent eye examination and watching of the 
blood pressure. 

The spinal manometer used in spinal puncture 
is probably not very practical for many of us, 
but we can all take blood pressures and most of 
us can make eye examinations. It is upon those 
that we have to base our idea as to the time for 
operation. 

I want also to say a word in plea for those 
who have medullary edema. There is something 
to be done for them. If we let them go on they 
will die. It is a question of whether we will put 
our surgical reputation in one side of the scale 
and the life of the patient on the other. If we 
consider our reputation we shall stay out of 
those cases of medullary edema and Cheyne- 
Stokes breathing with blood pressure from 180 to 
200. Otherwise, we will operate and give them 
a chance. 

I operated upon one boy who had a blood pres- 
sure of 170-5. He died. He had medullary 
edema. He had the typical wet brain. I felt like 
giving him a chance. 

I should like to call your attention to a new 
method of dealing with medullary edema and wet 
brain which we see when we open the dura dur- 
ing sub-temporal decompression; that is, the use 
of the supersaturated solution of sodium chlorid 
intravenously and slowly in 10 minim doses. That, 
through a process of osmosis, will, in some of the 
cases, do good. 

We find very frequently that low blood pres- 
sure is not an indication to stay out of the pa- 
tient’s head. Only a few days ago I had a man 
with a brain injury and fracture at the base of 
the brain. I did a sub-temporal decompression. 
When I got in there, I found the fracture reached 
from the edge of the frontal bone over the pa- 
rietal to the occipital and to the base of the 
skull. Yet that man had a blood pressure of 115 
mm. He had a slightly choked disc. At first he 
was irritable, then came an increasing amount 
of apathy. I operated and found that a leaking 
branch of the middle meningeal accounted for 
the apathy. The blow that caused the fracture 
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had also torn the dura. That lessened the pres- 
sure and he wasn’t giving any special blood pres- 
sure symptoms to account for his condition. 

Lastly, we want to remember that these border- 
line cases where we are between Scylla and 
Charybdis are those upon which, in after years, 
we wish we had operated. 

I can recall now a man who before the side 
of his head was injured was affable, smooth, easy 
to get along with. He had an injury to the side 
of his head, with escape of cerebrospinal fluid 
from his ear, indicating a fracture of the middle 
fossa. After he recovered from the injury he 
became irritable, hard to get along with, was 
always in rows and lawsuits. I believe the in- 
jury at the base of the skull was accountable for 
the fact. He should have had a subtemporal 
decompression. 

I know you have all read what was said by 
our late lamented Dr. J. B. Murphy—that if he 
had a lick on the head sufficient to render him 
unconscious he would prefer it to kill him out- 
right. 

Dr. J. L. Ransohoff, Cincinnati, O.—If medi- 
cine could be reduced to an exact science the dicta 
laid down by Sharpe would be applicable. 1 
think, however, that in these fractures of the 
skull, particularly fractures of the base of the 
skull, our decision as to whether to operate or 
not must be, and always will remain, entirely 
clinical. In the first place, fractures at the base 
of the skull are almost divided into two classes: 
those that are going to die no matter what you 
do for them, and those that are going to get well 
no matter what you do for them. 

If you have a man brought into your service 
with a fracture of the base of the skull, in a deep 
coma since shortly after the injury, with stertor- 
ous respiration, with the pupil widely dilated— 
that man, in ninety-nine cases, is going to d 
If you see a post-mortem on him you see that the 
brain is extensively lacerated at the base where 
it has been driven against the sharp processes 
of the base of the skull, or extensively lacerated 
by the injury. He is going to die no matter 
what you do. 

The other man who comes into your service 
in coma from which he can be aroused by pres- 
sure under the finger nail or over the supra- 
orbital notch. The breathing is not stertorous, 
the pupil not widely dilated or feebly reacting to 
light. That man, in nine cases out of ten, is 
going to get well. 

The class of cases where we really can do 
something are those cases which come in with 
fracture at the base of the skull in which the 
pressure begins some hours after the injury; in 
other words, extra dural hemorrhages usually 
from a rupture of one of the meningeal arteries. 
Almost all those cases can be saved. 

_Regarding the eye symptoms as a method of in- 
dication to operation, they are very valuable, 
but, as you will all realize, where the man is 
comatose—brought in in a condition of coma such 
as we used to see in the old bad cases of typhoid, 
throwing himself around in bed—no man on 
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earth can tell from ophthalmoscopic examination 
when to operate. In regard to operation upon 
those cases, the technical conduct of the opera- 
tion has a great deal to do with the success. As 
we all know, one of the worst features in these 
brain cases is the anesthetic. They bear anes- 
thesia very badly. I am of the opinion that here 
it is possible to get on with local anesthesia. In 
cases where the man is throwing himself arouzd 
in the bed and must be strapped to the table, the 
operation is made painless if the rest of the peo- 
ple in the hospital can stand his yelling, not from 
pain but from interference which patients resent 
in that coma. 

I am absolutely opposed to any drainage. The 
bleeding must be stopped and then the cases 
must be sewed up tight. The drainage acts as 
an avenue of infection, lets out the cerebrospinal 
fluid and doesn’t give the normal intracranial 
pressure a chance to reform. In oozing which 
can not be controlled by ligature it can be con- 
trolled before closing the flap by pulling a piece 
of the temporal muscle (which is always avail- 
able) over the bleeding point and so stopping 
the hemorrhage. 

I want to urge that all these cases be sewed 
up without any drainage whatever. 


Dr. Turberville (closing).—I can say, in an- 
swer to Dr. Ronsohoff, that those cases that come 
in such serious condition Dr. Sharpe regards as 
cases of shock and advises waiting to see if there 
will be recovery (indicated by rising blood pres- 
sure and lowering pulse rate). With the over- 
coming of the symptoms of shock, he advises look- 
ing into the case to see if it will need further in- 
terference in a surgical way. 

I have tried those things, have fluctuated be- 
tween hope and despair, between operation and 
non-operation. I don’t think I am clear yet where 
I stand. I simply advise following Dr. Sharpe 
because his seemed to be the most tangible advice 
we have. If we take the clinical symptoms for 
differentiation of concussion and depression and 
then attempt to formulate a line of conduct 
thereon, we still have no clear indication for or 
against operation. 


We ought to have some rules, based of course 
on our observation. The clinical symptoms must 
always be considered. I think no laboratory 
method, or one or two methods, should supplant a 
general survey of clinical symptoms. I did not 
attempt to discuss the clinical symptoms of con- 
cussion and depression because they are hazy 
and most of us are familiar with what the men 
who have written on it have said about it. I 
don’t think many of us have gone beyond the 
classical symptoms based on clinical observations 
made many years ago. Dr. Eve referred to Dr. 
Cushing. Dr. Cushing was the first man who 
suggested decompression in these cases. The 
reason I did not mention him was that he did 
not give such clear rules of conduct as did Dr. 
Sharpe. I said, “Out of the literature that had 
been accessible to me Dr. Sharpe’s appeared to 
be the most tangible.” That is my reason for 
recommending his rules of conduct. ° 
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TUBERCULOSIS OF THE FASCIA* 


By J. H. BLACKBURN, M.D., F.A.C.S., 
Bowling Green, Ky. 


A case of surgical tuberculosis which 
recently came under my observation led 
to a review of the incidence of tuberculous 
involvement of the fascia. We find that 
the subject is ordinarily dismissed with 
the statement that it is usually secondary 
to some primary focus and that the fascia 
is involved by direct extension, but the 
condition may occur as a primary one. 


CASE REPORT 


H. G., white, male, age 31 years, was referred 
by Dr. J. F. South on account of a number of 
swellings of varying size and duration on the 
forearms, chest, back and thigh. 

The family history was negative, the parents 
and brothers and sisters all living. Patient was 
married and had four children, the oldest seven, 
the twins five and the youngest two years old. 
About 18 months ago he had a swelling of the 
left testicle, beginning in the epididymis, which 
gradually enlarged with slight pain and tender- 
ness, later involving the testicle, to the size of a 
large orange. It began to soften and after two 
or three months broke down and discharged pus, 
two fistulae forming and persisting for a year 
prior to my examination. Patient had no pain 


“or increased frequency of urination. About four 


to five months ago he developed a small tumor, 
so-called, over the right sacroiliac joint followed 
soon by one on the antero-external surface of the 
left forearm, and in succession another on the 
middle of the right forearm, another over the 
upper portion of the sternum, one along the inner 
surface of the right thigh between the ab- 
ductors and the extensors, and still an- 
other over the left sacrococcygeal region. 
The swelling over the sternum was soft 
and fluctuant, the skin being considerably red- 
dened. The remaining tumors were boggy, with 
a semifluctuant feel, those on the forearms sug- 
gesting lipoma, altho there was no dimpling of 
the skin as is usually found with lipomata. 

The patient was tall, slender, anemic and had 
lost flesh, estimated at 20 pounds, within the last 
two years. Pulse and temperature. were normal 
at first examination. Left testicle was smaller 
than right with two sinuses present, the skin be- 
ing adherent and retracted. On pressure a thick 
creamy purulent discharge could be expressed 
from each sinus. There was distinct thickening 
and induration over the left spermatic cord up 
through the inguinal canal. Rectal examination 
showed marked thickening of the left seminal 
vesicle and very slight enlargement of the left 
lobe of the prostate gland. The right vesicle was 
apparently normal in size and consistency. Cysto- 
scopy was refused on account of fear of pain. 


*Read in Section on Surgery, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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Examination of the urine was as follows, viz.: 
sp. gr. 1021, acid reaction, absence of albumin 
and sugar, few epithelial cells and few pus cells. 
No animal inoculations were carried out. Phys- 
ical examination of the chest was negative. 
There was no history of cough, expectoration, 
fever, night sweats, etc. 


A diagnosis of tuberculous testicle and of cold 
abscesses was made and operation was advised. 
This was readily agreed to by the patient, as he 
was gradually becoming more completely inca- 
pacitated by the swelling on the forearms, thigh 
and over sacrum. 

On August 3, 1920. the left testicle was re- 
moved with all the adherent skin and scrotal tis- 
sue. The vas deferens was somewhat enlarged 
and markedly indurated. This was separated and 
dissected up to the internal ring, the inguinal 
canal being opened throughout its length. Twenty 
minims of pure phenol were injected into the 
proximal end of the vas and it was ligated sep- 
arately from the remaining portion of the cord. 

On incision, the swelling on each forearm, that 
over the sternum and that in the right thigh were 
found to be typical cold abscesses with the char- 
acteristic purulent contents and the classical ab- 
scess wall. In each of these the contents were 
evacuated, the wall thoroughly curetted and the 
cavity filled with pure phenol and swabbed vig- 
orously. In the thigh posterior drainage was 
established and the cavity treated in the same 
manner. 

In each location thorough search was made to 
determine if a primary bone focus existed, but 
none could be found. Apparently the abscesses 
were limited to the fascia and had spread in the 
fascia along the intermuscular septa. 


The two abscesses over the sacrum were not 
opened at this time. They were not very pain- 
ful, and the patient would be confined to bed 
for a time on account of the castration and the 
drainage from the right thigh. There was a 
gradual but distinct healing of the cavities over 
the sternum and on the forearms. The cavity in 
the thigh filled rapidly, but a sinus persisted. 
About two months after the operation the swell- 
ing over the right sacroiliac joint began to in- 
crease in size, became reddened and tender on 
pressure. After some ten days there was an in- 
crease in the discharge from the sinus in the 
thigh and the swelling began to reduce, showing 
that a communication between the two existed. 


The patient has gradually gained in weight 
and strength and has improved continuously ex- 
cept during the time the last abscess was in- 
creasing. There was, immediately after opera- 
tion, an increase in size of the left seminal vesi- 
cle, but recently that has reduced. The report 
of Dr. F. D. Readon, on an x-ray examination of 
the right hip, is that there is no evidence of any 
—— of any bony structure about the 

ip. 

The pathological report of Dr. William Krauss, 
Memphis, on the specimen removed is as follows: 
“Sections show fields containing typical miliary 
tubercles, others show diffuse granulation, fibrosis 
and caseation. The enlargement is due to fibrosis 
and tubercles. The normal elements are almost 
entirely replaced by pathological tissue.” 
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On referring to a number of recent text- 
books on surgery we find that the subject 
of tuberculosis of the fascia is dismissed 
in a few lines, with the statement as pre- 
viously mentioned, that the condition is 
usually secondary, but may be primary. 
A number of text-books on pathology that 
were consulted contained no mention of 
the condition even in relation to the gen- 
eral subject of surgical tuberculosis. A 
fairly complete review of the literature for 
the last two decades shows very few ref- 
erences to the subject. 

In the so-called secondary cases there 
is usually a direct extension of the process 
from some adjacent primary focus in bone, 
lymph gland, tendon sheath or rarely from 
the muscle. The primary focus may be 
somewhat distant, but is usually in close 
proximity. The spread of the process is 
along the fascial planes and by the inter- 
muscular septa. In this way there may 
occur the destruction of large masses of 
muscular tissue and cold abscesses of vary- 
ing volume, extent and shape may be 
formed. 

In the primary form the bacilli pass 
through the blood or lymph stream and 
find lodgment in the fascia, and no other 
focus of tuberculosis is to be found. In 
this form the connective tissue is usually 
transformed into masses of granulation 
tissue and there is frequently a very rapid 
spread of the process. According to the 
elder Senn, this condition in the thigh is 
avery serious one. After reporting in de- 
tail two cases, he states: 


“I have learned to regard fascia tuberculosis 
affecting the intermuscular septa of the thigh as 
an exceedingly grave form of local tuberculosis, 
and, if at all extensive, only amenable to success- 
ful treatment by amputation.” 

Bloodgood in 1905, in a discussion of 
so-called “Lymph Cysts of the Thigh,” re- 
ports a case of Mitchell’s and in reviewing 
the literature quotes the cases of Narath, 
Strehl and Nordmann. Mitchell in 1908, 
before the Sixth International Congress on 
Tuberculosis, reported his case in detail 


and reviewed the literature and reported 


cases on this subject. He states: 


“These cysts may originate in a congenital or 
an acquired closure of a pouch of peritoneum 
present in the situation of a femoral hernia, or 
they may be due to the sac of a gravitation ab- 
scess from tuberculosis of bone in the pelvis or 
vertebrae. The bone lesion heals, the tuberculous 
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pus disappears, and is replaced by a clear or 
cloudy fluid. In other cases the cyst has no rela- 
tion to the tissues above Poupart’s ligament, but 
may be due to changes in the fascia of the thigh 
itself. The injury of a lymphatic vessel may 
lead to rapid extravasation of lymph, which be- 
comes encysted. The cysts may occur almost 
anywhere in the thigh, but are apparently most 
common anteriorly, between the abductor and the 
extensor muscles. They appear suddenly, grow 
rapidly, and can not be differentiated from vari- 
ous other tumors until explored by puncture or 
incision. Koenig emphasized the fact that tuber- 
culous pus from a bone focus follows the fascial 
planes and forms for itself a distinct tuberculous 
connective-tissue wall which may be easily sepa- 
rated from the surrounding tissue. When the 
tuberculous process becomes inactive, the secre- 
tion from the wall is less. The typical tubercu- 
lous contents change, becoming more and more 
serous, and the caseous material gradually dis- 
appears. Eventually, clear serum may result. 
Strehl thinks these cysts are tuberculous gravi- 
tation abscesses, in which the contents have un- 
dergone the change described by Koenig—an opin- 
ion in which Minssen and Weydemann concur. 
In my own case the termination of the cyst at 
the saphenous opening might suggest the same 
explanation. However, as no bone focus was 
ever discovered about the cyst, and the wound 
healed without the formation of a fistula, it would 
seem more likely than in other reported cases to 
have been a primary fascial tuberculosis.” 

We note in these cases a different loca- 
tion of the cysts from the cases reported 
by Senn, and also an entirely different 
pathological picture. 

In a study of my own patient we appar- 
ently have a case of multiple cold abscesses 
which were metastases from a_ primary 
focus in the genito-urinary tract, limited 
by the fascia of different regions of the 
body. At no point was there a direct ex- 
tension from a primary bone or lymphatic 
focus as is usually found. Mitchell, in 
discussing primary tuberculosis of the 
muscle, gives a table from Kaiser of 
eighteen cases showing the location of the 
disease and the complicating foci in other 
portions of the body. There were from 
one to twelve foci located in the muscles 
of the arms, legs and practically all parts 
of the body, but there was no case in which 
the genito-urinary tract was involved. 


BIGLIOGRAPHY 


Moore, J. E.: Jour. Am. Med. Ass’n., August 12, 1899. 
Senn, N.: Principles of Surgery, 1901, p. 597. 

Stewart, J. C.: Jour. Am. Med. Ass’n., May 25, 1901. 
Stewart, J. C.: American Practice of Surgery, Vol. ii, p. 449. 
Bloodgood, J. C.: Progressive Medicine, December 1, 1905. 
Mitchell, J. F.: Trans. Sixth Inter. Cong. on Tuberculosis, 
Vol. ii, Section iii, p. 280. ; : 
‘heen, C. C.: Am. J. Dermat. & Genito-Urin. Dis., St. 
Louis, 1907, Vol. xi, p. 454. 

Saeale, L. A.: West. Med. Rev., Omaha, 1915, Vol. xx, 


p. 13. 
1119 State Street. 


| 
§ 


558 SOUTHERN MEDICAL JOURNAL 


DISCUSSION 


Dr. A. L. Blesh, Oklahoma City, Okla—In my 
experience, primary tuberculosis of the fascia 
has been most rare, and even secondary involve- 
ment in a tuberculosis process has not been com- 
mon. Very little mention is made of it in the 
literature on the subject. The very course of 
tuberculosis and the selective action of the germ 
of necessity makes for this rarity. 

Tuberculosis is primarily a lymphatic gland 
disease. What we speak of as pulmonary tuber- 
culosis is primarily a disease of the lymphatic 
glands of the lungs. One can see and under- 
stand how from a primary gland infection the 
fascia may be secondarily involved by extension. 
I do not believe that tuberoulesis occurs any- 
where primarily except in lymphatic gland struc- 
ture and through the lymphatic circulatory sys- 
tem. 

Dr. Marcus Skinner, Selma, Ala.—I have seen 
one case of tuberculosis of the abdominal fascia. 
It is well to bear in mind in exploring the abdom- 
inal wall for a condition of this kind that such 
a clinical entity exists, and that in dealing with 
such a condition one must be careful in not open- 
ing the peritoneal cavity, thereby running a risk 
of setting up a peritoneal tuberculosis. 


ON THE SURGERY OF BONES AND 
JOINTS WITH A DESCRIPTION 
OF NEW OPERATIVE 
TECHNIC* 


By Marcus SKINNER, M.D., 
Selma, Ala. 


It is my purpose in presenting this pa- 
per to discuss certain fundamental prin- 
ciples of bone and joint surgery, and to 
present for your consideration and criti- 
cism some operations in the technic of 
which I have departed from the accepted 
methods. 

One of the potent causes of failure in 
dealing with the acute arthritis, the trau- 
matic joint, the recent fracture and the 
diseases of the nervous system that 
result in deformity, is the failure of 
the practitioner to consider the de- 
formities as part of the _ ultimate 
pathology; and his failure to be con- 
stantly conscious of the fact that these 
conditions progress steadily toward a spe- 
cific deformity. Perhaps it may be stated 
that the pathology and structural deform- 
ity resulting from inefficient reduction of 
fractures, from poliomyelitis and arthritic 


~ *Read in Section on Surgery, Southern Medical 
Association, Fourteenth Annual Meeting, Louis- 
ville, Ky., Nov. 15-18, 1920. 
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disease is not constant and specific enough 
to warrant a division into types, and that 
alteration of alignment follows no definite 
course. This viewpoint I want to deny. 

Every arthritis, or penetrating joint 
wound, and a great many juxta-articular 
traumata, are potential deformities. They 
progress steadily toward a specific de- 
formity in the absence of efficient treat- 
ment. Such treatment implies splinting 
in the position exactly opposed to the de- 
formity that the joint favors when in- 
flamed. Every joint has an especial posi- 
tion that it takes when inflamed, and with 
the exception of perhaps the elbow, these 
positions are detrimental to the repair of 
the joint, and in the event of ankylosis, 
leave the joint in a position that affords 
a minimum of function, makes an arthro- 
plastic procedure more difficult and _ les- 
sens the chance of a good result from such 
procedure. 


An inflamed elbow will automatically 
take a position of flexion just short of the 
right angled position. A shoulder as- 
sumes a position of adduction and slight 
forward flexion. The hip can be depended 
upon: to show flexion and adduction; the 
knee, flexion; the ankle, extension; the 
great toe, flexion; and the wrist, ventral 
flexion. 


The prime consideration in the treat- 
ment of arthritis of whatever nature, 
whether due to a wound or metastatic in- 
fection, is to aid Nature and guard against 
deformity by proper splinting. Specific- 
ally, the adducted and flexed hip should be 
fixed in a position of slight abduction and 
the flexion overcome, the flexed knee 
should be straightened to full extension, 
the ankle should be dorsi-flexed and the 
flexed wrist must be hyperextended. In 
the case of the hip and knee, traction is 
added to the fixation, but really traction 
is of less value than the position per se. 
Just before and immediately after the out- 
break of the European War I was serving 
in the clinic of Sir Robert Jones. For 
many months the soldiers that consulted 
him were deformed because these princi- 
ples had been ignored and entirely pre- 
ventable deformities were inflicted upon 
them. Especially vivid is the memory of 
the shoulder cases that came back to Eng- 
land during the first few months of t’ 
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war, most of them having permanent ad- 
duction deformity because of lack of treat- 
ment in the abducted position. 

There is nothing in this positional treat- 
ment incompatible with the revolutionary 
work of Wilms, of the Belgian Army. As 
you know, in certain joints showing puru- 
lent arthritis, after incising the joint, he 
made the patients actively move the joint 
to aid in its drainage. In certain cases 
the method is of value, but after the ac- 
tive motion the joint ought to be brought 
back to the position antagonistic to the 
deformity favored by the joint in ques- 
tion. 


Fig. 1.--Author’s technic in performing arthroplasty of the 
hip. 


OLD DISLOCATIONS OF THE ELBOW 


_ The successful treatment of this condi- 
tion seems to me to be one of the most dif- 
ficult things in surgery. The late Dr. 
John B. Murphy has said that the proper 
performance of his operation of arthro- 
plasty of the knee made the resection of the 
Gasserian ganglion look like vacation ex- 
ercise. Difficult as arthroplasty of the 


knee may be, the management of an old 
dislocated elbow is equally so. Those of you 
who have operated upon elbows that have 
been dislocated from four months to two 
years know that the chief difficulties are 
avoidance of the ulnar nerve and in the 
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obtainment of a field that allows accurate 
manipulation and replacement of the joint 
with no injury to the coronoid and ole- 
cranon processes of the ulna. The choice of 
skin incision is rather important, as the 
successive step depends upon what method 
of approach has been used. The classic 
incisions are those of Von KEiselsberg, 
Schlange, and the two lateral incisions of 
John B. Murphy. The incision of Von 
Eiselsberg, four inches in length, drops 


Fig. 2.- Author’s technic in performing arthroplasty of the 
ip. 


from a point just behind the external 
condy:e down to a level with the radial 
neck. The objection to this incision is that 
it does not sufficiently expose the olecranon 
fossa, and if it is found necessary to im- 
provise a fascial flap to cover a raw area 
of bone it affords’no soft tissue from 
which a flap may be made. 


| 
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Schlange operates through a more or 
less inverted horse shoe shaped incision. 
After making this incision he divides the 
ulna with a saw and then reflects a large 
flap containing the olecranon upward. 
This incision gives ample exposure, but 
requires that the olecranon be nailed to 
the ulna when the operation is complete; 
and following the tremendous effusion that 
occurs in these cases, the pedunculated 
skin flap may necrose. The two lateral in- 
cisions of Murphy are objectionable be- 


Fig. 3.—Author's technic in performing arthroplasty of the 
ip. 


cause the ulna nerve must be isolated dur- 
ing such dissection and manipulation, and 
later by scar formation the nerve may be 
severely injured. 

The sample operation that I submit 
seems to me to have obviated these disad- 
vantages. The incision, slightly S-shaped, 
starts about three-quarters of an inch 
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above the tip of the olecranon at a point 
midway between the olecranon and hu- 
merus, passes downward and forward to 
a point in front of the radial head, and 
then downward to a point just below the 
radial neck. Through this skin incision 
the joint capsule and fibrous tissue is then 
freely incised with a knife, and the tissues 
dissected back from around the head and 
neck of the radius. The neck of the radius 
is then divided by bone-cutting forceps 
and the head and neck removed. After 


Fig. 4.--Author’s technic in performing arthroplasty of the 
ip. 


removal of the radial head the field of op- 
eration is much enlarged and ready ac- 
cess may be had to the olecranon fossa and 
the articular surface of the humerus. This 
fibrous tissue is then carefully excised and 
the joint reduced. The operator should 
not be content until the joint goes through 
its full range of movement. If the tip of 
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the coronoid or other bony projection is 
broken, it should be removed and the raw 
area of bone covered by a soft tissue flap, 
which can easily be obtained from the tis- 
sue which formerly surrounded the radial 
head. The elbow should then be flexed to 
a point about 60 degrees from the straight, 
the forearm fully pronated and while in 
this position the capsule, soft parts, and 
skin should be sutured, using interrupted 


Fig. 5.—Author’s technic in performing arthroplasty of the 
ip. 


sutures for all three layers. By using the 
automatic needle of Reverdin and a trained 
assistant, all deep sutures may be placed 
and tied without ever touching the catgu 
with the gloved hand. After the skin 
closure voluminous dressings should be 
applied and the tourniquet removed. The 
elbow, arm and forearm should then be 
encased in a light plaster and a large 
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fenestration made over the posterior sur- 
face of the elbow. 

At the end of two or three days an in- 
spection of the wound should be made. 
There will have been much serous dis- 


charge and a rather tense appearance of 


the joint. Contrary to the usual advice, I 
prefer not to aspirate, but await the spon- 
taneous evacuation into the sterile dress- 
ings. There are some who advise the be- 


Fig. 6.--Author’s technic in arthroplasty of the 
ip. 
ginning of movements at the end of three 
days. It appears to be sound surgery to 
wait until there is skin union and the su- 
tures have been removed. At the end of 
eight or nine days the plaster should be 
removed and the patient encouraged to 
actively move the joint. If full move- 
ment has not returned in two months forci- 
ble passive motion under an anesthetic 
should be done. A patient does not miss 
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the head of the radius so far as function 

is concerned and there is only a slight 

——— left at the old site of the radial 
ead. 


ARTHROPLASTY OF THE HIP 


This operation in selected cases of anky- 
losis of the hip is one deserving great at- 
tention. A successful result in these cases 
is one of the most gratifying things in 
surgery. I have personally operated upo 
six cases and assisted in about an equa’ 
number. Two of the cases that I have done 


ou 


Fig. 7.—Author’s technic in performing arthroplasty of the 


have suffered from ankylosis of both hips, 
which condition materially affects the 
after-treatment. I have a third case 0‘ 
double ankylosis to do this month, so you 
will see that the condition is by no means 
a rare one. These double ankyloses have 
been of the metastatic type and they have 
had no other joints involved. 
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The technical difficulty that I have ex- 
perienced with the essential step of the 
Murphy operation, namely, the securing 
of the fascial flap, has led me to modify 
the operation and I have practiced the 
modification in two cases with good re- 
sults. The technic of arthroplasty ac- 
cording to the modification which I have 
practiced is as follows: 

1. Reflect a U-shaped flap off the exter- 
nal aspect of the thigh over the hip joint 
the base of the U being over the great 
trochanter. Let drop from the base of the 
U a straight incision of two inches in 
length. This flap includes skin, fat and 
fascia lata. If the limb is ankylosed in 
flexion deformity there is a tendency on 
the part of the operator to place the in- 
cision on the posterior part of the thigh, 
which increases the liability of injury to 
important nerves. 

2. Pass a Gigli saw behind the muscu- 
lar attachments of the trochanter and di- 
vide the bone obliquely downward. 

3. Reflecting the flap containing the fat 
and fascia lata upward and turning up 
the great trochanter, we approach the site 
of the joint. 

4. If possible, identify the capsule, in- 
cise it and strip it back well on to the 
ilium. In cases of long standing it is dif- 
ficult to strip back this capsule as it is 
more or less fused with the bone. In such 
cases there is more difficulty in locating the 
old articulation. 

5. With a large heavy chisel sever the 
femur from the ilium, being careful that 
the line of incision is at the site of joint 
and not on the neck of the femor. 

6. Flex and forcibly adduct the thigh 
and pass a towel under the femoral neck 
for purposes of traction. By these ma- 
neuvers the fermoral head is dislocated 
and excellent exposure obtained. 

7. Ream out the acetabulum and fash- 
ion the femoral head, so that when the joint 
is reduced it will move freely. The ten- 
dency is to remove too little bone. 

8. Having done this Murphy reflected 
the fascia lata from the skin flap and in- 
terposed it between the bones. I have 
found that it is often difficult to get the 
fascia around the base of the glutei mus- 
cles, and that if it does reach to the inner 
margin of the acetabulum there is tension 
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and that the base of this flap 
is much puckered when we 
bring the great trochanter 
back to its normal relation 
with the femur. I have found 
that if I ignored the fascia 
and dissected up the two outer 
glutei from their point of in- 
sertion into the trochanter and 
then perforated this muscle 
flap at its base, I could thread 
the great trochanter through 
the perforation and solve this 
flap difficulty. By threading 
the trochanter through this 
perforation the two outer glu- 
tei muscles drop naturally in 
between the bones and they 
are quite thick enough and 
broad enough to prevent an- 
kylosis. I think that this in- 
terposition of muscle aids also 


in hemostasis. We are aware 
of the hemostatic usefulness 
of muscle in other parts of the body. Cer- 
tainly the two cases in which I have em- 
ployed the technic have shown less oozing. 
The flap is secured in position by a few in- 
terrupted sutures and the great trochanter 
is secured to its old place on the femur by 
suturing its margins or by nailing it. 


Fig. 9.—Bone graft technic for tuberculosis of the ankle. 


The skin wound is then closed and the 
extremity extended. The patient is placed 
on an abduction frame with traction or 
in a plaster cast. Just at this point comes 
one of the most important steps of proce- 
dure, namely protection of the patient from 
potential deformity. What deformity 
should we expect if the pa- 


tient gets motion or does not 
get motion? We must antici- 
pate the deformity typical of 
ununited fracture of the neck 
of the femur, namely, ever- 
sion and outward rotation of 
the extremity. So in putting 
up the case we must be certain 
that we rotate the femor in 
and secure it there. If we al- 
low the limb to grow into this 
natural end deformity of un- 
united fracture of the femorai 
neck we shall never get it 
back in good position. 


We dress this operation up 
with a fancy name, “arthro- 
plasty of the hip,” but we 
must never forget that we are 
really giving the patient an 


ununited fracture of the fem- 


Fig. 8.--Bone graft technic for tuberculosis of the ankle 
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oral neck which we hope will function pain- 
lessly and have stability. 

There is one other point that ought to 
be mentioned as a step of the operation. 
During the time of ankylosis, particularly 
in cases showing adduction deformity, the 
adductors and fascia at the inner side of 
the thigh become contracted. They must 
be divided subcutaneously with a tenotome. 
At the end of ten days the sutures are re- 
moved, massage is started and slight act- 


after bone grafting. 
Fig. 10.-—-Radical cure of tuberculous ankle five months 


ive and very gentle passive motion encour- 
aged. Attempts at weight bearing ought 
not to be made before the end of six or 
seven weeks and the patient ought to be 
kept under observation for a year. In- 
creased motion can be obtained many 
months after the operation by forcible 
movement under an anesthetic. I have 
seen these hip cases show splendid mobil- 
ity for nine months and then become fixed. 
I shall therefore refrain from reporting 
my personal results until one year after 
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operation. The cases I have done all show 
satisfactory motion except one, which is 
firmly ankylosed again. 


TUBERCULOSIS OF THE ANKLE. 


The profession as a whole has wisely 
taken a conservative attitude in the treat- 
ment of joint tuberculosis in the young, 
and have accepted surgical interference 
as indicated in adults. I know of only 
one great surgeon in the English speaking 
world who still believes in radical attacks 


Fig. 11.—Radical cure of tuberculous ankle five months 
after bone grafting. 
upon tuberculous joints in the young. He 
is Sir Harold Stiles of Edinborough. 
Fixation is the accepted treatment of 
today. Even the ankylosing spine opera- 
tions of Albee and Hibbs are conservative 
in that they merely aim at more complete 
fixation than can be obtained by braces or 
cast. Though we are agreed that the ope- 
rative spinal fixation methods are far su- 
perior to braces, yet not much has been 
done in the perfection of similar technic 
for the peripheral joints. Has this fail- 
ure to fix joints by bone grafts been due 
to fear of possible absorption of the graft 
in the presence of the active lesion, to a 
fear of aggravation of the disease by a pos- 
sible operative wound sepsis, or to a cher- 
ished ideal of possible motion after the tu- 
berculous. arthritis has been healed by na- 
ture? One must admit that occasional tu- 
berculous arthritis results in cure with 
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good motion, but it is equally 
true that most surgeons are 
eminently satisfied when their 
patient begins to show a 
sound, painless ankylosis in a 
good position. 

The attempts to fix the 
peripheral joints by bone 
grafts have been few in num- 
ber and have been developed 
largely as an extra articular 
arthrodesis. 

I have seen Dr. Albee at- 
tempt an ankylosis of the tu- 
berculous hip by means of a 
bone graft extending from 
the great trochanter to the 
lateral aspect of the ilium. 
I do not know what result he 
obtained. In his book he has 
a diagram of a bone graft ex- 
tending from the lateral aspect 
of the posterior part of the 
os calcis to the tibia. 

‘Carlos La Valle, of Beunos 
Aires, in March of this year, 
described a technic for graft- 
ing the tuberculous knee, by 
means of which he affected an 
extra-articular fixation of the 
knee and at a later date re- 


moved the supports. I want 
to present to you the case re- 
port of a girl of fifteen and 
describe the bone graft technic for tuber- 
culosis of the ankle. 


The patient came under our care after having 


one and a half years of fixation in a plaster cast 
with no improvement that her parents could ap- 
preciate. The ankle clinically was one of tuber- 
culosis, being a bit red and allowing a little pain- 
ful motion. The radiogram which I shall show 
you showed active disease and the patient had 
pulmonary involvment. 


I operated as follows: With the foot in the 
equinus position a straight incision was made 
from a point three inches above the articular 
line of the joint to two inches below the articula- 
tion. The soft structures including the annular 
ligament were incised and with a twin saw a lon- 
gitudinal gutter two and three quarter inches in 
length was made in the tibia. A similar gutter 
about three quarters of an inch was then mad2 
on the neck of the astragalus and a hole bored 
straight down into the neck of the astragalus. 
A bone graft that had been removed from the 
other leg before the diseased ankle was opened 
was then inserted in the hole in the astragalus 
and driven in gently with a hammer. When this 
end was secure the foot was brought back to a 


Fig. 12.--Use of stocking in operations on the foot. 


right angle position and the upper end of the 
graft mortised into the tibial gutter by slight 
taps with the hammer. It fitted so securely that 
no sutures were necessary to hold it in place. 
It was quite obvious that we were putting the 
graft through tuberculous area. 


The first x-ray was taken six weeks later and 
showed the graft uniting and a reparative pro- 
cess under way. The cast was removed at the 
end of twe months. The patient walked at three 
months and has never had any further trouble 
with the ankle. The x-ray takcn at the end of 
five and a half months shows the lesion healed 
After ankylosis of the ankle joint it is surprising 
how much sub-astragaloid motion compensates 
for the normal movement of the ankle. As a 
matter of fact this patient walks with practically 
no limp. 

The unusually short time elapsing from 
the time of operation to the clinical cure 
makes it of interest to inquire into the mo- 
dus operandi of healing. Was the absolute 
fixation alone responsible for the: quick 
resolution or did the bone graft placed in 
the tuberculous area exercise a beneficient 
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and stimulating influence over the tuber- 
culous process? I believe that both factors 
were contributory. 

It is hardly necessary to add that this 
operation should be done under the most 
rigid asepsis, for to turn a tuberculous 
joint into a septic osteomylelitis would be 
disastrous. 

By the use of a sterile stocking put on 
the foot after the skin is sterilized I have 
found that one can maintain a “no skin 
contact,” and yet not obscure the anatomi- 
cal landmarks. The stocking is wet with 
biniodid solution after being fitted on the 
foot, and the incision made through the 
stocking. In any operation on the foot 
requiring particular care this stocking 
technic will be found most convenient. 
When we protect our skin in the usual way 
by clamping towels to the skin margin we 
make it difficult in the case of a small 
limb to keep in mind our anatomical re- 
lations which are necessary to insure car- 
penter-like accuracy. 


DISCUSSION 


Dr. H. P. Mauck, Richmond, Va.—There are a 
few points which naturally come up in regard to 
this bone and joint surgery. : 

First, in regard to the reductions of the dislo- 
cations at the elbow. I should like to ask Dr. 
Skirn-r what Fis observations have been in re- 
gard to the removal of the head of the radius in 
children. In my experience in cases observed 
over four or five years, all these cases get a 
“knock-kneed” deformity at the elbow. Of course 
it is at times necessary to remove the head of the 
radius, but at the same time I think a good many 
of these dislocations can be reduced without re- 
moving the head of the radius and thus this 
deformity may be prevented. 

In regard to the arthroplasty, I disagree with 
the author. What we want is to get a stable 
and at the same time a mobile, joint and we can- 
not get a stable joint simply by a fibrous union 
of the neck. I believe that a great deal of the 
difficulty in the interposing of fat and fascia 
flaps can be obviated by making a large U-shaped 
incision, from which you take your fat and fascia 
flap carefully curving it in such a manner that 
it can be thrown around the edge of the muscle 


lap. 

I should like to ask if Dr. Skinner uses a mus- 
cle flap between the bones instead of the fat 
and fascia flap. 

In regard to tuberculosis of the ankle, of course, 
we know that we can usually eliminate tubercu- 
losis if we can get the joint fixed. I think the 
bone graft is the ideal fixation and probably the 
improved blood supply that takes place to the 
joint through the graft is of great benefit. I am 
not satisfied that such a bone graft as shown, 
is beneficial where the subastragalar joints are 
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involved. The bone graft must extend beiow the 
astragalus. 


Dr. Skinner (closing.—In regard to disabling 
deformity after excision of the head of the radius 

have seen quite a number of radial heads 
removed for fracture with no impairment of 
function. 

Anthroplasty has been talked about a great 
deal and some of us think that it is a modern pro- 
cedure, but it is not. Thirty years ago, Gluck, 
after resecting ankylosed joints interposed ivory 
joints between the bones. At a later date gold 
foil was used in the joints, but it was left to 
Dr. John B. Murphy to give us the name “arth- 
roplasty,” and to stress the value of the inter- 
position of fascia. In his writings he also made 
us believe that fascial transplants formed a new 
synovial membrane. 

Most men will agree that it is not because of 

the peculiar virtue inherent in fascia or in any 
of the other materials that have been used; but 
the chief effect is the mechanical one due to the 
material that prevents the bones from growing 
together. In the case of the hip the results I 
have had with muscle are better than with the 
fascial flap because the anatomy of the hip joint 
affords us a much better muscle flap than it 
does a fascial flap. 
_ I think that the bone graft in the tuberculous 
joint has a value exceeding that of mere fixa- 
tion. I do not think in the case under discussion 
that we would have obtained the splendid osseous 
repair if the graft had not, per se, been respon- 
sible for an unusual osteogenesis. The reason 
we have not inlaid grafts through tuberculous 
joints was because we have been afraid to risk 
wound sepsis and possible aggravation of the 
disease. 

Dr. Mauck doubts the value of the graft in sub- 
astragaloid tuberculosis. The grafting technic 
that I have shown is not to be considered in sub- 
astragaloid disease, but only for disease in what 
we commonly call the ankle joint, namely, the 
articulation between the tibia and the astragalus. 


TREATMENT OF FRACTURES AND 
DISLOCATIONS* 


By F. G. Hopcson, M.D., F.A.C.S., 
Atlanta, Ga. 


In order that patients with fractured or 
dislocated bones may get the best possible 
end results, in the shortest time, and with 
the least discomfort, they should be treated 
from beginning to complete recovery by a 
bone specialist or orthopedic surgeon for 
the following reasons: 

Better acquaintance with the anatomy 
and functions of bones, muscles and joints. 
The orthopedic surgeon, by his training 


*Read in Section on Orthopedic Surgery, 
Southern Medical Association, Fourteenth An- 
nual Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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and daily practice, has a more intimate 
and detailed knowledge of the anatomy 
‘and functions of the bones, muscles and 
joints, and in consequence of this knowl- 
edge is better equipped to reduce or set 
and maintain fractures and dislocations. 
The day has passed when it was simply 
necessary to put the end of fractured 
bones together or reduce a dislocation and 
apply some fixative dressing, and let the 
patient go for so many weeks, then re- 
move the dressings and discharge the pa- 
tient as cured. Many such cases come to 
the orthopedic surgeon for after-treatment 
and we find serious conditions which 
might have been prevented and, if now 
curable at all, require needless loss of 
time, suffering and expense. Why not put 
the responsibility up to the orthopedic 
surgeon at the very beginning of the case, 
let him reduce the dislocation or set the 
fracture, let him watch the case daily, at- 
tend to the condition of the muscles, avoid 
needless ankylosis of neighboring joints, 
and be sure that the limb is put in the 
best possible position for future function. 


Interpretation of radiograms. The or- 
thopediist is more familiar with the radio- 
graphic appearance of bones than the av- 
erage surgeon. He knows the mechanics 
of support and locomotion in the lower 
extremity and the functions of the upper 
extremity. He can foresee just what end 
results can be expected in cases where 
anatomically perfect reduction has _ not 
been obtained. We all know that per- 
fectly good end results may be obtained 
when the x-ray shows considerable dis- 
placement of the ends of the bones, while 
in other cases a slight displacement may 
seriously interfere with a neighboring 
joint and its functions. Hence the ortho- 
pedist knows when further attempts at 
reduction or open operation are necessary. 
We have seen many cases operated upon 
to obtain a better anatomical result when 
it was not necessary and other cases left 
alone which should have been operated 
upon. The orthopedist is also familiar 
with the radiographic appearance of the 
epiphyses in the young, the sesamoid bones 
and the supernumerary bones of the hand 
and foot which sometimes complicate the 
radiogram. 
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Functional end results. The orthopedic 
surgeon is especially interested in this. 
The cases of arm fractures which he sees 
with the fracture perfectly healed but st’ 
shoulders, or stiff elbows, or useless hands 
and fingers, have emphasized the impor- 
tance of proper treatment throughout the 
process of healing. Many femur frac- 
tures heal nicely, but the patients are lame 
and have stiff knees much longer than is 
necessary. Pott’s fractures of the ankle 
often heal without much deformity, but 
the patient remains lame for life. And these 
things could be prevented. 

Careful supervision of cases during 
healing. Take, for example, a simple frac- 
ture of the shaft of the femur. Many men 
since the late war have learned how to ap- 
ply a Thomas splint and splendid results 
may be obtained when it is properly used. 
The fracture may be well reduced and the 
ends of the bones in good apposition, but 
it must be kept in good position for from 
seven to ten weeks. The average general 
surgeon has not the time or the inclination 
to give these cases that daily careful su- 
pervision which they require. The Thomas 
ring must be kept against the tuber ischii, 
but pressure sores must be avoided. The 
adhesive straps must be watched and the 
proper tension be maintained. Rotation 
of the fragments must be avoided. Drop 
foot and heel pressure must be avoided. 
The condition of the muscles and joints 
must be cared for. All these and other 
details of equal importince are best 
looked after by an orthopedic surgeon who 
is interested and understands them. Other 
fractures of course require similar de- 
tailed attention. 


Use of massage, electricity and mobiliza- 
tion of joints. Continuing to use the 
fracture of the femur as an example, the 
muscles of the thigh and leg and the circu- 
lation of the entire limb can be kept in 
much better condition by judicious use of 
massage and electrical stimulation. The 
patient can be taught to move his patella 
up and down by voluntary muscular con- 
traction and while in no way disturbing 
the fracture, keep the thigh muscles in 
good condition. In the same way he can 
move the muscles of the leg and foot and 
prevent atrophy and stiffness in the ankle 
and foot. After three weeks, careful move- 
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ments of the knee joint may be begun by 
the surgeon himself—this should never be 
delegated to any one else. When a case so 
treated is ready to get up and walk, his 
leg will not show the atrophy, the stiff 
joints, the contracted tendo achilles an1 
swollen, stiff toes so often observed after 
the customary treatment. 

The use of apparatus during and after 
treatment. Often some special form of 
apparatus may be required to maintain a 
fracture in the best position. Any one 
will admit that the orthopedist is the bes‘ 
one to look after these cases. In the after- 
care of some fractures as, e. g., Pott’s frac- 
ture of the ankle, a brace should be worn 
to prevent the development of deformity 
after the fracture has healed. Also cases 
of fractured femurs may be allowed to 
walk sooner if a brace is used. 

So it seems to us that we have reachel 
a stage in the progress of the treatmen* 
of fractures and dislocations when the 
most satisfactory results may be obtained 
by putting these cases, from the very be- 
ginning, in the care of competent ortho- 
pedic surgeons. 


DIVERTICULUM OF THE URETER* 


By JOHN H. NEFF, M.D.,° 
University, Va. 


Search of the literature of the past 
twenty years would seemingly indica‘e 
that diverticulum of the ureter is quite a 
rare clinical or anatomical finding. We 
have been able to discover records of only 
two such abnormalities. In both instances 
the defect was discovered after death and 
apparently had caused no harm during 
life. We desire to add another case and 
briefly discuss the etiology of this condi- 
tion. 

CASE REPORT 

Mr. E. L. G., age 32, admitted to University 
of Virginia Hospital March 19, 1920, was re- 
ferred by Dr. J. M. Melton, Crozet, Va. 

At varying int rvals drvring the previous 
eighteen years, the patient had had some twenty 
or thirty typical attacks of right-sided renal 


*Read in Section on Urology, Southern Medi- 
eal Association. Fourteenth Annual Mecting. 
Louisville, Ky., Nov. 15-18, 1920. 
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colic. Many of these attacks had been quite mild 
in character; others had been extremely severe, 
sufficiently so to require repeated administration 
of morphin for relief. In no attack had he had 
any elevation of temperature or a chill, nor ha@ 
he passed blood or calculi. Moderate bladder ir- 
ritability had been noted during most attacks. 

General physical examination was _ negative 
save that the lower two-thirds of th2 right kid- 
ney was palpable, the kidney feeling slightly en- 
larged. X-ray plates of the urinary tract were 
reported clear. Repeated urinalyses showed 
neither blood nor pus. 

On cystoscopic inspection, the bladder every- 
where appeared normal. A catheter advanced 
up the right ureter met an obstruction, 10 em. 
above the bladder, which was passed aftr con- 
siderable manipulation. Five or six centimeters 
further, the catheter again encountered resist- 
ance. That, too, was overcome, and the catheter 
was then readily introduced to its full length. 

Differential functional test showed an output 
of 16 per cent phenolsulphonephthalein from 
each kidney in fifteen minutes after intravenous 
injection. 

X-ray picture (Fig. 1) with the right catheter 
in place showed it making a complete lovn - 
itself at the level of the lower portion of the 
sacro-iliac joint. In making a pyelouretero7ram, 
the injection of 60 c. c. of thorium solution was 
required to cause discomfort. The picture (Fig. 
2) showed quite marked hydronephrosis, a g>nt!2 
S-shaped curve of the ur-ter just below the p?l- 
vis, and dilatation of the vreter down to the 
level of the lower portion of the sacro-iliac joint, 
at which point there seemingly was a cul-de-sac 
formation on each side of the duct. The urine 
from the right kidney contained no pus, and the 
culture was negative. 

Operation June 1, 1920. Through a recius in- 
cision the lower portion of the right uret r was 
exposed after division of the overlying peri- 
toneum. A most interesting condition was found. 
About 8 cm. above the bladder a_ diverticulym 
came off from the postcrior lateral aspect of the 
ureter, ran slightly to the right, then curved in- 
ward under the duct, and ended blindly in the 
presacral retroperitoneal fat. No mass nor tis- 
sue thickening was felt about the blind ending. 
Below the level of the diverticulum the ureter 
was of normal caliber: above it. at least thre 
times normal size (Fig. 3). The diverticulum 
was removed and the opening in the ureter re- 
paired with interrupted sutures of catgut. Ex- 
traperitoneal drains were placed at the site of 
ureteral closure. 

The diverticulum (Fig. 4) measured 13 cm. In 
length and 2 cm. in diameter at the point of its 
uretcral attachment. Near the mid-point it was 
constricted till the lumen was of filiform size. 
Proximal to the constriction, the structure of 
the wall was grossly the same as that of the 
adjacent ureter; distally, the wall thinned out 
to a rather sheer membrane at the blind ending. 

The post-operative course in this case was un- 
eventful save for some leakage of urine along 
the drainage tract. This gradually decreased till 
it stopped entirely on the twenty-eighth day. 
The patient was seen four months after opera- 
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tion. There had been no further renal colic. He 
complained only of a dull ache at the site of his 
wound after much physical work. 

Uretcrogram portrayed the right ureter in 
practically normal alignment, though a catheter 
could not be passed beyond the point of ureterot- 


onthe ’phthalein output of each kidney was again 
16 per cent in fiftcen minutes after intravenous 
injection. 

We have here, then, a clinical case of 
diverticulum of the right ureter with a 
resulting hydronephrosis, but without de- 
crease in renal function. 

A rather careful review of the literature 
of the past two decades apparently reveals 
this deformity to be extremely rare. In 
fact, during this period we have found no 


Fig. 1. 


record of any other such case coming to 
Operation, though almost surely this 
uniqueness is not real. Herbet reports a 
very similar anomaly in a cadaver. He 
describes a diverticulum 32 mm. in length 
arising from the left ureter 3 cm. above 
the bladder and running upward and out- 
ward. Guiteras cites the autopsy observa- 
tion of a shallow cul-de-sac coming off 
from the intramural part of the right ure- 
ter immediately above the ureteral meatus. 
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This saculation explained his inability to 
catheterize the ureter, as his catheter had 
invariably entered the small diverticulum 
just within the orifice. In neither of these 
reports is mention made of secondary ob- 
structive renal changes. 


The etiology of diverticulum of the ure- 
ter as presented in our case above seems 
to us quite readily explainable as a per- 
version of the normal embryological de- 
velopment of the kidney and ureter. It 
will be recalled that the ureter is first rep- 
resented in embryo at three or four weeks 
as an evagination from the Wolffian duct 
(Fig. 5). This budding gradually grows, 
becomes bulbous at its blind extremity, 
which in turn is capped by a tissue mass, 
the so-called metanephric blastema. Quite 


Fig. 2. 


early the bulbous enlargement becomes 
bilobed and so gives the first evidence of 
calices in the primary renal pelvis. By a 
continuation of this dichotomous growth 
the calices and collecting tubules are 
formed. In the adult kidney the ureter, 
pelvis, calices and collecting tubules have 
had their derivation from the Wolffian duct 
bud, whereas the secreting portion of the 
kidney has developed from the capping 
mesodermal tissue. Early in its life his- 
tory the kidney is opposite the second sac- 
ral vertebra, but by the fourth or fifth 
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month has ascended and partially rotated 
to rest in the position normally found in 
the full term fetus. 

One of the commonest anomalies of the 
kidney is the presence of two pelves with 
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Fig. 3. 
partial duplication. of the upper portion 
of the ureter, or, as frequently termed, a 
cleft ureter. It has just been stated above 
that the initial change in the primary 
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in degree upon the extent of the split down 
the ureteral stalk (Fig. 6-A). In fact, 
various writers consider complete double 
ureter as due to the very early branch- 
ing of the ureteral anlage near the Wolf- 


fian duct, the two limbs attaining separate 
openings into the urogenital sinus by the 
later dilatation and down-growth of the 
lower end of the Wolffian duct. 


Fig. 5. 


renal pelvis is a bifurcation. Where this 
first pelvic division or branching is unusu- 
ally developed there results a double pel- 
vis with a proximal bifid ureter depending 


A much less frequent anomaly than 
double pelvis is duplication of the kidney 
on one side with two ureters or, more com- 
monly, a single ureter proximally bifid. 
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Embryologically such an abnormality has 
essentially the same origin as pelvic du- 
plication, the difference being one of de- 
gree, since division of the capping meta- 
nephritic blastema is the only additional 
process required. 

Diverticulum of the ureter, then, repre- 
sents the incompleted development on one 
side of two pelves, or possibly two kid- 
neys. Were one branch of the first bifur- 
cation of the ureteral bulb not surrounded 
with mesodermal tissue, this branch would 
remain as a cul-de-sac coming off from 
the duct. Such we believe has happened 
in our case, and that further the second 
primitive calyx has progressed normally, 
along with ascent of the kidney to its usual 
position, whereas the uncapped branch 
for some reason has remained low down 
in the pelvis (Fig. 6-B). 

This explanation is in accord with that 
given by Wilhelmj for a somewhat simi- 
lar deformity found by him in an anatom- 
ical subject. He reports an anomaly of 
almost complete duplication of the left 
ureter with the upper duct fused with a 
mass of fibrous tissue partially attached 
to the upper pole of the kidney. Histolog- 
ical study indicated the fibrous mass to 
have arisen from the ureteral bud and not 
from the renal blastema. The lower duct 
ended in a normal pelvis. The two ureters 
joined one another just as they penetrated 
the bladder wall and had a common ves- 
ical orifice. His interpretation of the 
finding is that there had been an embryo- 
logical attempt at pelvic duplication with 
failure of one branch of the primary pel- 
vis to secure a nephrogenic capping, in 
spite of which fact, however, the blindly 
ending upper duct had ascended normally 
along with the properly developed kidney. 

If duplication of the lower end of the 
ureter were a recognized anatomical va- 
riation, one might assume one limb of the 
bifurcation could fail of communication 
with the bladder or other structure and 
thus form a diverticulum. The generally 
accepted embryology of the ureter, how- 
ever, offers no explanation of this type 
of partial duplication and one is, there- 
fore, not surprised at the absence in t! 
literature of authentic instances of such 
deformity. We have found record of only 
one case under title of “bifurcation of the 
lower ureter.” This is a case report by 
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Bugbee and Losee in a most interesting 
article on congenital anomalies of the kid- 
ney and ureter. Their diagnosis was based 
upon the reappearance of ureteral cathe- 
ter through an unsuspected second left or- 
ifice after the catheter had advanced 2.5 
cm. As the ureter was probably tubercu- 
lous and might, therefore, have ulcerated 
into the bladder above the meatus, and as 
furthermore, bifurcation was not demon- 
strated by operation or autopsy, we feel 
that the diagnosis can not be accepted as 


proven. 
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DISCUSSION 


Dr. Albert Goldstein, Baltimore, Md.—The lit- 
erature speaks practically nothing at all of any 
similar case. I have been studying the same 
thing for some months and have come across a 
case somewhat similar to Dr. Neff’s. The his- 
tory is also somewhat similar, a history of ure- 
teral colic attacks. The general and cystoscopic 
examinations were negative except in the region 
of the left ureter. In that region there was a 
definite bulging which was cystoscopically about 
the size of a large walnut. It would fill up and 
remain there. If the catheter was put in, the 
dilatation would relieve itself, but upon removal 
of the catheter it would refill. It was impossible 
at first to get a catheter into the ureter, so I put 
it as far as I could get it, just under the opening 
at about this point (indicating on picture), and 
got this picture showing no dilatation of the 
pelvis, but a distinct bulging here (indicating). 
This is not the same as in Dr. Neff’s case, for 
this comes directly in front of the ureteral open- 
ing, thus obscuring the opening of the ureter. [| 
called this a ureteral diverticulum. It was in the 
intramural portion of the ureter, and just 
whether it was a diverticulum or a ureterocele is 
questionable. Perhaps Dr. Neff can straighten 
me out on it. 

The patient refused an operation; put it off 
till some other time. He came to me on account 
of albuminuria, on account of which an insurance 
company had turned him down. I have not op- 
erated upon him and, therefore, can not say 
whether the same condition exists as in the case 
of Dr. Neff, but there was this very distinct bulg- 
ing in front of the opening and the catheter 
would go up so far and no farther; but above 
the dilatation I was able to pass the catheter into 
the kidney pelvis. 

Dr. Neff (closing).—It would seem to me that 
Dr. Goldstein’s case suggests an _ ureterocele 
rather than a diverticulum of the ureter. 
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HYDATIDIFORM MOLES: CASE 
REPORT* 


By CALVIN R. HANNAH, M.D., 
Dallas, Tex. 


Mrs. J. C. K., age 19 years. 

Family History.—Father and mother, brother 
and sisters living, health good. Husband, good 
health. 


Personal History.—Had measles and whooping 
cough when a child. No other illness to date. 


Wassermann negative. 


First menstruation at 13 years. Regular. Du- 
ration, 5 to 6 days. No pain. The 28-day type. 
Delayed menstruation of two weeks in 1916—the 
only irregularity she has had. 


The last menstruation was January 7-12, 1920. 
No other disturbance of any sort other than a 
moderate nausea until April 5, when she men- 
struated 2 or 3 days rather profusely accom- 
panied with a moderate amount of pain. She 
thought she was pregnant and threatened with 
abortion. She had hemorrhages intermittently 
every few days until she came under my super- 
vision May 20, when she was referred to me by 
Dr. Curtice Rosser, who saw her for the first and 
only time. Previous to this date, a diagnosis of 
placenta previa had been made by two other phy- 
sicians. In this I did not concur. 


She was moved to the Baptist Sanitarium on 
May 20. May 21 she was prepared for vaginal 
work. If inevitable abortion were diagnosed, or 
if sufficient indications were present warranting 
emptying of the uterus, this was to be done. 
After preparation and on inspection, hemorrhage 
was seen coming from the posterior lip of cervix, 
which was extensively eroded. The patient, be- 
ing exceedingly desirous of a child, I decided to 
keep her under observation and be guided by fu- 
ture symptoms. The cervix was treated with sil- 
ver nitrate. The patient was put to bed and 
she apparently improved. No unusual symp- 
tom of pregnancy was present other than. the 
abnormal height of the fundus. This was ob- 
served and commented upon. From this time on 
she was under my observation and notations be- 
ing taken every two weeks. The condition of the 
cervix improved and it was evident that the 
serosanguineous fluid came from the uterine cav- 
ity. 

Some time in July she insisted that she felt 
movement. Upon cross-examination, I doubted 
this. 


From May 20 until October 9 I could elicit no 
fetal heart sounds or palpate fetal parts. The 
uterus was elastic, giving the sensation of pal- 


*Read in Section on Obstetrics, Southern Med- 
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pating a bag filled with water. All the cardinal 
symptoms of pregnancy were present excepting 
the shape of the uterus and abdomen. 


The growth of the uterus was more rapid and 
pronounced in the first semester, but apparently 
from this time on the growth was not equal to 
that of a normal pregnant uterus. The uterus 
grew up, rather than out, not filling the lower 
quadrants. The fullness of the lower quadrants 
was absent and the broadness and fullness of the 
hips was not particularly noticeable. 

Her urine during this period was negative. 
Blood pressure, normal. No symptoms of tox- 
emia. 

On October 14 she was taken with severe uter- 
ine pains about 3 a. m. and expelled a hydatidi- 
form mole at 4:30 a. m. This was done before 
she had time to get to the hospital. On this day 
her general appearance was anemic and she was 
apparently in a slight state of shock. Tempera- 
ture normal. Pulse, 120 to 140. A moderate 
amount of hemorrhage had occurred. Upon ex- 
amination in the hospital, the cervix was par- 
tially effaced and dilated about 5 cm. The angle 
with the cervix and uterine cavity was still mod- 
erately present, and on exploring the cavity with 
the fingers, a small part of the mole was re- 
moved. 


The pathological report as given by Dr. Geo. 
T. Caldwell, pathologist for Baylor University, 
was as follows: “Specimen consists of many sep- 
arate masses of semi-necrotic placental tissue, to 
one surface of which are attached large numbers 
of cysts from a few mm. to 3 cm. in diameter. 
They are attached to the placental surface by 
delicate thread-like pedicles. The tissues are 
almost necrotic throughout. The tissues which 
stain are very edematous and there are a few 
clumps of persisting fetal epithelium. No evi- 
dence whatever is found of malignant degenera- 


tion.” Pathological diagnosis, hydatidiform 
mole. 

Blood Analysis.—Hemoglobin, 55. Red cells, 
2,500,000. White cells, 7,200,000. Polymorpho- 


nuclears, 66. Small lymphocytes, 25. Large lym- 
phocytes, 9. Large monoluecocytes, 0. Transi- 
tional, 0. Eosinophiles, 0. Basophiles, 0. 


Her recovery was more or less_ uneventful. 
During the second, third and fourth days the tem- 
perature in the afternoon arose from 100 to 101%. 
Pulse ranged from 100 to 120. Some odor to the 
lochia. Complained of severe headaches. Pa- 
tient had on the third and fourth nights profuse 
perspiration. A few small clots were passed 
containing a few cysts. Probably these were 
symptoms of sapremia. After the fifth day, the 
temperature and pulse returned to normal. The 
lochia were apparently normal, changing from 
lochia rubra to serosanguineous. No other com- 
plications other than a severe headache for the 
first few days, now absent. 


Author’s Note.—On June 16, 1921, I examined 
the patient and found the uterus, ovaries and 
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Her menstruation has been regu- 
No symptoms of ma- 


tubes normal. 
lar and normal as before. 
lignancy. 


DISCUSSION 


Dr. Otto H. Schwarz, St. Louis, Mo.—We have 
had several interesting cases of hydatidiform 
mole at Barnes Hospital. Two of these were 
private cases of Dr. Henry Schwarz. Both were 
young women in the early twenties and _ both 
pregnant for the first time. One of these men- 
struated last on November 28, 1917, and expelled 
a hydatidiform mole on May 17, 1918. She be- 
came pregnant a second time and was delivered 
of a full term baby June 31, 1919. The other 
patient menstruated last December 2, 1917, and 
expelled a hydatidiform mole April 11, 1918. She 
became pregnant and was delivered of a full term 
baby June 28, 1919. The placentas of both sec- 
ond pregnancies were normal. A third case was 
in a multipara just over thirty. She expelled a 
hydatidiform mole of about five and a_ half 
months’ gestation. She was curetted; under an- 
esthesia the ovaries were palpated. Both were 
the size of large lemons, freely movable. The 
patient returned in about three months on az- 
count of marked menorrhagia. It was presumed 
that the blceding was due to a beginning chorio- 
epithelioma. A complete hysterectomy was per- 
formed. Ovaries and tubes were normal. The 
ovarian tumors previously felt were diagnosed 
as multiple lutein cystomata which now had un- 
dergone complete involution. The uterine wall 


was examined throughout microscopically and no 
evidence of chorioepithelioma was found. The 
only pathology in the uterus was sub-involution. 
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These cases illustrate very well the necessity of 
treating these moles along conservative lines, not 
being led into radical measures on account of 
anxiety of the possible occurrence of chorioepi- 
thelioma. 


Dr. George Clark Mosher, Kansas City, Mo.— 
The subject of hydatidiform mole brings to my 
mind four cases seen in the past thirty years— 
two in my own practice and two in consultation. 

I can not bring myself to the radical point of 
declaring every such case to be malignant and 
yet the mortality is so high under conservative 
treatment one is kd to consider hysterectomy a 
safer method. 


It is highly important that such subjects in 
whom the mole type of degeneration occurs should 
be kept under observation during the two years 
following development—if the patient should sur- 
vive. 


Dr. Edward Speidel, Louisville, Ky.—I had the 
unusual opportunity of observing the later de- 
velopments in a case of uterine hydatids a num- 
ber of years ago. This one was of the grape va 
riety and had to be pulled out of the uterus in 
bunches. I delivered the patient of a full-term 
baby two years later. Five days after the birth 
the nurse showed me a lump about the size of a 
hazelnut that had been expelled from the uterus. 
A pathologist pronounced it a chorioepithelioma 
and the husband and wife were advised to avoid 
a future pregnancy. Ten years later the woman 
had melancholia in consequence, bordering on in- 
sanity, and it was decided to let Nature take its 
course. She became pregnant, was delivered of 
a healthy baby, and to this day has shown no 
further development of chorioepithelioma. 
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THE OPERATIVE TREATMENT OF 
CHRONIC SUPPURATIVE OTITIS 
MEDIA, ESPECIALLY THE 
COMPARATIVE INDICA- 
TION OF THE RADICAL 
AND THE MODIFIED 
RADICAL OPERA- 

TION* 


By W. LIKELY SIMPSON, M.D., F.A.C.S., 
Memphis, Tenn. 


In the short time allotted to a paper 
before this section no attempt will be made 
to cover all phases of the operative treat- 
ment of chronic suppurative otitis media, 
but it is hoped that some of the more im- 
portant points can be touched upon in 
such a way as to be instructive as well as 
to bring out discussion. The discussion of 
a paper, as you all know, often brings 
out many more good points than the paper 
itself. It is especially desired that the 
modified radical can be brought before you 
in such a way as to stimulate further in- 
vestigation of this procedure. No opera- 
tive technic will be discussed, as time 
is limited and all these operative pro- 
cedures are to be found in many text- 
books, journals, ete. 


The objects to be attained in operating 
on a chronic suppurative otitis media are: 

1. The prevention of complications such 
as meningitis, sinus thrombosis, labyrinth 
suppuration, etc., or the relief of these 
conditions if they already exist. 


2. The preservation and improvement 
of the hearing. 


3. The cessation of the discharge. 


The prevention of complications is the 
most important of these from the patient’s 
standpoint. It is in this capacity that the 
modified radical can often do more good 
than the radical procedure, as it can often 
be done so much earlier in the disease than 
the radical, or on ears on which the rad- 
ical is really not indicated, since the hear- 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Fourteenth An- 
nual Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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ing, etc., are good. Of course if complica- 
tions already exist the radical operation 
is usually indicated. . 

In the field of preservation of the hear- 
ing, when the continuity of the ossicular 
chain is not disturbed and the hearing is 
good, the modified radical is the operation 
of election in many cases. The radical op- 
eration is never indicated if the hearing 
is almost normal, while the modified radi- 
cal procedure may be. When it comes to 
the stopping of the discharge all operative 
procedures in quite a large percentage of 
the case fail. It should not be expected 
that a modified radical will stop a dis- 
charge from a Eustachian tube. If the 
discharge is only from the tube it is doubt- 
ful that a mastoid operation of any kind 
is ever indicated, even though in rare in- 
stances mastoid complications might arise. 
It is probably better to watch such cases 
and, if such extension should take place, 
to act accordingly. 

In discussing ossiculectomy it seems to 
me it would be best to say that it seldom, 
if ever, is indicated. If the continuity of 
the ossicular chain is broken and the hear- 
ing is quite bad, instead of doing an ossicu- , 
lectomy do a radical mastoid operation; 
and if the ossicular chain is not broken, 
the hearing good, etc., instead of ossicu- 
lectomy do a modified radical. 

In this paper the subject of the removal 
of the polypi will be discussed with the 
statement that it is well to know the status 
of the internal ear before the polypi are 
removed. Where the words “modified rad- 
ical” are used the operative procedure of 
Heath, Bryant, Ballenger, Bondy, Stacke, 
Jansen, etc., is referred to, and especially 
that of Heath. It seems to me if one 1s 
going to do less than the radical operation 
that an operation should be done which 
will in no way disturb the ossicles. If the 
pathological changes are such that it is 
necessary to disturb the continuity of the 
ossicular chain the radical operation 
should be done. : 

The radical procedure is indicated in 
cases with more extensive pathological 
changes, poorer hearing, etc., while the 
modified radical is indicated in cases of 
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less pathology and especially cases in 
which the hearing is good. There are 
many cases in which one is in doubt which 
would be best. In such a case the less 
radical procedure should be tried. If the 
modified radical does not eradicate all the 
trouble and bring about a cure the radical 
can always be carried out later. 

If the continuity of the ossicular chain 
is broken and the hearing bad, there could 
hardly be a reason for doing anything but 
the radical operation in a chronic suppu- 
rative otitis media, while if the ossi¢les are 
intact and the hearing good, the modified 
radical should always be tried. 

In chronic suppurative otitis media of 
both ears it has been suggested that the 
radical operation be done on the ear with 
the less hearing. This in many cases is 
not without danger, since one can never 
tell how soon the hearing in the better ear 
may become very bad on account of acute 
exacerbation of the suppuration. In such 
cases the modified radical might well be 
tried first in the worse ear as well as in 
the better ear later. 

In double chronic suppurative otitis 
media the radical operation is contra-indi- 
cated in most cases in which the hearing 
is lost in one ear. Except in the presence 
of brain complications, labyrinth or sinus 
complications, or if there is suppuration 
in the only hearing ear, the above holds 
good, and in such cases the modified rad- 
ical is truly indicated. It is in these cases 
that the modified radical comes into a real 
field of usefulness since it may improve 
the hearing, prevent complications, etc., 
and in many cases do all that could be de- 
sired. 

In children even with quite poor hear- 
ing the radical operation is seldom ever 
indicated unless there are tympano-mas- 
toid complications, while in chronic suppu- 
rating otitis media in children the modi- 
fied radical will often bring about a very 
happy result. It might be well to mention 
here that children make poor mastoid pa- 
tients, and especially in modified radical! 
operations, as the after-treatment must be 
carried out with great care to get the best 
results. 

_ In many cases of chronic suppuration 
in the attic and mastoid with small perfo- 
rations in Shrapnel’s membrane or in the 
posterior superior quadrant of the mem- 
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brana tensa in which there is pain, dizzi- 
ness, etc., the radical operation would be 
indicated, especially if the hearing is poor, 
but if the hearing is fair, the modified 
radical should be tried. If the patholog- 
ical condition in the middle ear is not too 
extensive, after removal of diseased tissue 
in the antrum and aditus, and obtaining 
drainage through the mastoid wound and 
the drum, the great majority of cases will 
get well. 

It has often been said that cases in which 
the modified radical will be effective, the 
simple mastoid is the operation of choice. 
It seems to me that in making such a state- 
ment the excellent long-continued drain- 
age of the middle ear obtained after the 
modified radical as compared with the 
poor short-continued drainage after the 
simple mastoid has been overlooked. 

Cholesteatoma has been cited as a con- 
tradiction for the modified radical and an 
indication for the radical. Cholesteatoma 
is not necessarily a contradiction if every- 
thing else is favorable for the less radical 
procedure. 

No one would do a radical operation 
upon an ear with a small simple perfora- 
tion in which the hearing is good where 
there are no symptoms of extension of 
suppuration to labyrinth, brain, large ves- 
sels, etc., but in just such a case the modi- 
fied radical will almost certainly bring 
about a cure. In such cases when the 
discharge stops the perforation in the 
um usually closes, the hearing improves 
somewhat and the ear becomes a perma- 
nently quiet, good ear, while if no oper- 
ative procedure is carried out such cases 
usually gradually become worse and many 
call for the radical operation. 

The amount of destruction of the drum 
does not alter the indication for the modi- 
fied radical, but the condition of the hear- 
ing or the presence or absence of complica- 
tions determines which operation is neces- 
sary. In cases in which there is exten- 
sive destruction of the drum, after the 
modified radical there very likely will be 
no attempt at closure. But these ears usu- 
ally become dry, especially if the Eus- 
tachian tube and naso-pharynx are in good 
condition. 

In cases of chronic suppurative otitis 
media in which there is a stricture of the 
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exterior auditory meatus either the radical 
or the modified radical should be done. 
Which one depends on the hearing his- 
tory of the case, whether complications 
exist or not, etc. 

In chronic suppurative otitis media in 
which acute symptoms arise it is probably 
better to wait till the acute symptoms sub- 
side before any operation is done, unless 
there are complications. 

In chronic suppurative otitis media with 
the following complications the radical 
operation would be indicated and the mod- 
ified radical contra-indicated : 

1. Facial paralysis. 

2. Tuberculous infection. 

3. Sinus involvement or sepsis from 
same. 

4. Intracranial involvement. 

5. Cases in which labyrinth suppura- 
tion is present may call for the radical op- 
eration, especially the subacute and the 
chronic types. The labyrinth operation 
usually should be done at the same time 
as the radical operation, the presence of 
sequestra, etc., helping in this decision. 
In the acute diffuse suppuration of the 
labyrinth there is certainly danger of set- 
ting up meningeal complications if the 
radical mastoid and labyrinth are done. 

6. Circumscribed labyrinthitis. 

7. Perilabyrinthitis. 

There are many phases of the labyrinth 
operation on which volumes have been 
written which can not be considered in this 
paper. 

It may be that some criticism will i 
made about the indefinite reference to the 
amount of hearing a patient should have 
when the modified radical mastoid and 
how much when the radical is done. It is 


practically impossible to set any arbitrary — 


figure, as there are so many things enter- 
ing into the subject: for instance, the age 
of the patient, the amount and length of 
time of the discharge, the general symp- 
toms, one or both ears involved, etc. Every 
case must be studied carefully and no one 
symptom such as the amount of. hearing 
will decide which operation is best to do. 
A few words about skin grafting in mas- 
toid surgery will not be out of line at 
this time. Secondary skin grafting in the 
modified radical will shorten the period 
of healing. I do not think a graft should 
be placed in the region of the attic as long 


as any drainage is going on. Personally [| 
have not tried primary skin grafting. I 
don’t think it should be used in the modified 
radical. Primary grafting has not been 
as popular as secondary grafting, but by 
some much is claimed for it. Certainly 
some form of skin grafting will shorten 
the healing time very much in some cases. 


As to the question why better results 
are not obtained after the modified rad- 
ical, probably private cases are not op- 
erated often enough, cases are not prop- 
erly selected, the whole treatment, opera- 
tion and after-treatment are not carried 
out by one surgeon. Certainly if it is nec- 
essary to carry out the after-treatment in 
your own cases of radical mastoid, then it 
is more necessary to carry out the after- 
treatment one’s self in modified radical 
cases. If one relies on the internes for 
the after-treatment, the results will al- 
most certainly be poor. 

I have operated upon quite a number of 
cases of chronic suppurative otitis media 
of several types by the modified radical 
method and up to this time the results 
have been very gratifying and it has not 
been necessary to do the radical mastoid 
on a single case. These cases have been 


operated upon over a period of eight years. ~ 


The more cases I operate upon the more 
enthusiastic I become and the more indi- 
cations arise. 

At no time can the modified radical ever 
replace the radical operation, but it would 
be a great hardship for my patients and me 
to treat chronic suppurative otitis media 
without the modified radical operation. 


DISCUSSION 


Dr. J. Brown Farrior, Tampa, Fla.—I do not 
know of any operation in the entire field that re- 
quires more judgment than even a simple mas- 
toid, to say nothing of the radical. I have fol- 
lowed in my experience the technic of the radical 
operation. I have never done a semi-radical, and 
in the literature that has been at my disposal 
there has not been much said in favor of the 
semi-radical mastoid operation. This paper of 
the Doctor’s is the first plea I have heard in its 
behalf, outside of the listing of this operation 
among operations for mastoid. I do not know a 
man other than the Doctor who is doing the sem!- 
radical mastoid. Certainly it deserves consid- 
eration, and I do not know anything that would 
make me feel better than to have the men who 
have had experience in this work discuss it and 
make a report. The Doctor does not give his 
statistics as to number, but it would not make 
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any difference whether it was three or a dozen, 
since he has 100 per cent results. Anything that 
will give that result certainly should be in the 
hands of every man doing mastoid work. 


But to come back to the question of judgment, 
a doctor would need special study and a great 
deal of observation before he could have judg- 
ment enough to decide when to do a semi-radical 
mastoid. From the observation of chronic dis- 
charging ears by x-ray plates in trying to deter- 
mine whether to do a radical mastoid, I have 
found that many have had practically a semi- 
radical done. The discharge was not continuous, 
but had exacerbations. That is what we may ex- 
pect from the semi-radical operation: a relief of 
the inflammation and a discharge which is not 
permanent but comes on in periods. 

This paper has given me the most light that I 
have had on the semi-radical operation, but I 
should not be able to undertake it judiciously. 

Dr. J. B. Blue, Memphis, Tenn.—I have seen 
several cases which the Doctor has operated 
upon, and the ears were dry and the hearing 

od. He mentions one thing I want to endorse, 
and that is that we should not expect a simple 
mastoid operation to do what this modified or 
radical operation will do. 

Another thing is that when we get acute symp- 
tems in chronic ears we should not operate im- 
mediately, but wait to see if they will clear up 
under treatment. ‘ 


Dr. John J. Shea, Memphis, Tenn.—I have op- 
erated upon a considerable number of the cases 
which Dr. Simpson described. Dr. Simpson had 
been associated with Dr. Ellett, and when I be- 
came associated with Dr. Ellett I was much in- 
terested in the Heath operation which he (Dr. 
Ellett) had been doing for ten years with excel- 
lent results. Last spring we had a clinical meet- 
ing for the members of the Tennessee State Med- 
ical Association, at which meeting Dr. Simpson 
did a Heath, and we showed several cases that 
had been done over a period of years. Most of 
the men present said it was the first time they 
had ever seen it done. It has been lack of knowl- 
edge of the operation that has kept it in the 
background. It is an operation for selected cases 
and it is selected on this ground. If you will 
notice, we have ears that are apparently dry and 
cured and yet give history of a discharging ear 
for a number of years. That ear simulates just 
what Dr. Heath treats. In other words, Dr. 
Heath imitates Nature as much as possible. The 
case best selected for this operation is the case 
we can observe indefinitely. 


A mastoid is often thought to be sclerotic: that 
through the chronic process of erosion the tissue 
as been broken down and replaced by scar tissue, 
whereas the truth is that it has always been 
sclerotic and we have a_ beginning cancellous 
type. In these cases the Heath operation, prop- 
erly performed and properly treated afterwards, 
will give excellent results and preserve the hear- 
ing. The danger to the patient is done away 
with. The danger is in complications which may 
arise in the presence of suppuration. In all cases 
upon the attention of the surgeon 
should be given to the case for a period of time, 
and for that reason it is well not to select a case 
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that will want to go home at the end of two 
weeks. It is best to select one which will be un- 
der your attention and can be watched closely for 
six months. 


For a year, once or twice a month, be sure that 
the drainage is still kept open, that there is no 
atresia in the opening, that the patient is kept 
free from cold, and if he does catch cold, is prop- 
erly treated. Under these circumstances results 
from a Heath operation are very gratifying. We 
have done about 120 Heath operations, scattered 
over about ten years. There has been only one 
that did not do well. 


A cholesteatoma was put down as a contra- 
indication and a marginal perforation is cer- 
tainly an indication for a radical, but on one case 
when we got in, cholesteatoma was found. It 
healed up nicely, however, the drum scarred at 
the point of apparent attachment, and the patient 
has full attachment to the drum due to the fill- 
ing in of connective tissue. Her hearing is very 
good. 

Dr. W. D. Black, St. Louis, Mo.—The essayist 
said that if the hearing is good a radical opera- 
tion should not be done. I take exception to that 
for several reasons. I should say that if the 
hearing is poor in both ears, there is more rea- 
son for not doing a radical mastoid. We know 
that we find numbers of cases where we are sur- 
prised at the amount of hearing that remains: 
where the patient had caries of the posterior 
canal wall, caries of the antrum and of the walls 
of the middle ear, even intracranial complica- 
tions. If we accept his ideas, we should not do 
a radical in that case. I think it is a good idea 
in every one of these cases before operation, 
whether you do a semi-radical or a radical, to 
have an x-ray of both mastoids, one for compar- 
ison. 

Another point about the sclerotic mastoid. Just 
recently I opened a metastic mastoid due appar- 
ently to appendiceal infection, where there never 
had been a discharge from the ear. We had an 
x-ray made of the mastoid and it was shown to 
be sclerotic in every place but the posterior bor- 
der near the occipital mastoid sutures. These 
cells were very large and upon opening we found, 
as the x-ray showed, the central portion sclerosed, 
the outer portion filled with fatty tumors. 
removed them and sent a specimen to the labora- 
tory, which was pronounced fat tumor with a 
distinct cellular wall. 


Another point is that you should not do a rad- 
ical when you are fairly certain that you have 
intracranial complications. It is absolutely indi- 
cated to prevent recurrence, but you waste so 
much time exploring and it takes so much time 
to do it that you increase the danger. Why? 
Because you are generally doing it under ether 
and you have increased intracranial pressure 
and the longer you make the operation the more 
you endanger the patient’s life. 

There is no question but that the semi-radical 
has come to stay, but there are not many cases 
that are suitable for it. It all depends on the 
pathology of the ear condition. If you have a 
necrosis of the walls of the middle ear or of the 
antrum or cells, it would be nonsense to do a 
semi-radical operation. 
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The Doctor did not say what a semi-radical 
really is. Does it mean opening the antrum, 
breaking down the wall and removing the exter- 
nal attic wall and making a flap as in the Heath 
operation? When you break down the attic wall, 
of course, you get more drainage and more chance 
for a cure. 

In regard to cholesteatoma, I have no doubt 
that some cases get well of this condition, but 
they are few and far between, and after a radical 
operation we sometimes have to do another for 
returning cholesteatoma. Why fool away time 
when it is a dangerous condition? Why do a 
semi-radical in that condition? The old rule will 
hold good. The insurance companies®of the 
United States will accept a patient for insur- 
ance if a proper radical mastoid operation has 
been done. Why do they do that? It is proven 
that chronic suppuration endangers life. We 
know a radical mastoid operation will do away 
with that danger. It may not stop the dis- 
charge, although it does in 80 per cent of cases, 
but it does away with intracranial complica- 
tions. Will the insurance companies accept a 
semi-radical operation? I am not working for 
an insurance company, but with all their statis- 
tics and compiled rules and laws they do not 
often go wrong, so I believe the semi-radical has 
a place, but we must stick to the old radical 
mastoid operation in the majority of cases. 

Dr. H. W. Lyman, St. Louis, Mo.—It seems to 
me the important feature of this operation is the 
proper selection of cases, but in its limited field 
it has a place undoubtedly. If the pathological 
process has gone beyond the limit of the field of 
this particular operation it may even then act 
as a palliative method to remove the danger un- 
der which the patient exists. The radical mas- 
toid operation, however, will not be supplanted 
by this, I am sure, and I do not think the author 
intended to give that impression. 

One of his statements I should like to ques- 
tion: that is, not doing a radical mastoid opera- 
tion unless there is evidence of intracranial com- 
plication. It seems to me, if I understood him 
correctly, that is rather a dangerous position for 
the average man to take. We know that in these 
exacerbations of chronic mastoditis intracranial 
complications are not infrequent, and it seems to 
me much more logical and certainly safer for 
your patient to do a radical mastoid before there 
are intracranial complications instead of after. 

In regard to hearing after operation, that de- 
pends, first, on the condition of the hearing be- 
fore operation, and then on the thinness of the 
cicatrized surface over the inner typmpanic wall, 
for if there is only a thin layer over the inner 
tympanic wall we will have good hearing, almost 
normal, for that ear. 
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Recently we have been using in our radical 
mastoids a large rubber drain inserted into the 
ear, not packing the cavity with gauze at all, and 
I believe we have had less trouble with granula- 
tion tissue forming in the cavity than we did when 
we packed them with gauze. 


Dr. Simpson (closing) .—I believe that the more 
we do this operation the more enthusiastic ‘we 
will become. 


Answering Dr. Farrior, who said he had not 
sufficient data to allow him to go ahead and do 
this operation, let me say that many of his cases 
for which he is not doing anything now could be 
entirely well if he will do the semi-radical. There 
are many cases with running ears, chronic supp- 
uration, a continuous discharge and probably no 
complications of any kind, which, if a semi-radical 
were done upon them, would dry up and stay dry. 
In any case where there is doubt what to do there 
is only one thing, and that is do a semi-radical. 
There is nothing in the literature to show that 
complications have been caused by doing the semi- 
radical. 


To answer some men who said they would not 
do a radical where there is good hearing, I cer- 
tainly would. I do not call it good hearing when 
you can not hear a voice at ten feet. It is a lit- 
tle hard to say I would not do a radical because 
you could not hear at twenty feet. I do not pay 
any attention to that. If a man has hearing in 
only one ear I should do a semi-radical. If he 
has one good ear and one bad ear I should do a 
semi-radical just the same. 


In regard to cases of lipoma, I do not believe 
that is covered by this paper. Certainly if we 
had necrosis of the antrum or of the ossicles I 
should not do a semi-radical. 


If you have a small perforation and good hear- 
ing, look for cholesteatoma, get into the antrum 
and attic and clean the whole thing out, and I 
think it is well worth a trial to do a semi-radical 
instead of a radical operation. 


It does not amount to anything what the in- 
surance companies think about a Heath. We 
must not pay any attention to whether they will 
pass a man. The thing we are trying to do is to 
save the patient’s hearing and get him in shape 
sc he can make a good living. 


As Dr. Lyman said, we must select our cases. 
I do not want to suggest that we do a semi-radical 
on every chronic suppurating otitis media. Prob- 
ably Dr. Lyman misunderstood me. I did not 
mean to say that I should not do a radical unless 
there were intracranial complications. I think 
the paper will clear that up. 
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VITAMINS 


Frequent reference is made in current 
medical literature to the vitamins and 
their relation to so-called deficiency dis- 
eases. It therefore may be profitable to 
give a resume of some of the well-known 
facts about these substances. Food ele- 
ments, such as proteins, carbohydrates 
and fats, have definitely established nu- 
tritive values, and their importance in the 
dietary is now common knowledge. In 
addition to these are certain accessory food 
elements essential to growth and nutri- 
tion. A diet may have the required 
amounts of proteins, fuel food, minerals 
and water, and still fail to produce the 
desired condition of growth and _ health. 
These substances are called food hormones, 
or vitamins, and exist in _ infinitesimal 
amounts in many kinds of foods. While 
the chemistry of these substances may be 
uncertain, the absence of such vitamins 
from the food will cause definite patholog- 
ical conditions. 


There are three groups, according to 
certain characteristics, classified by Mc- 
Collum as (1) “fat soluble A vitamins,” 
soluble in fat and alcohol, but insoluble in 
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chloroform, found chiefly in butter fat, 
grain, green leaves, cod liver oil, fish oil, 
and beef fat. The vegetable oils, oleo- 
margarines and butter substitutes do not 
contain them, hence they are inferior 
foods. White flour is especially deficient 
in vitamins. The first noticeable effect of 
food deficient in these elements is a failure 
in growth, and later a xerophthalmia may 
develop. It is thought by some that food de- 
ficient in fat soluble vitamins is concerned 
with the production of rickets. This group 
of vitamins has been called ‘‘anti-rachitic 
vitamins.” 

The second class of food elements are 
soluble in water and alcohol, but insoluble 
in fat, and are called ‘“‘water soluble B” 
vitamins. These are widely distributed, 
eceurring in fresh fruits, vegetables, in 
milk, yeast, liver, grain, especially the 
pericarp or outer cuticle of husked grain, 
in the germ of cereals (but removed by the 
steaming process in milling) in peas, beans 
and eggs. It is termed the antineuritic 
elements and the deficiency of such is as- 
sociated with beri-beri. Our knowledge 
of vitamins really dates back to the studies 
and investigation of the disease beri-beri 
several years ago. 


THE ANTI-SCORBUTIC VITAMINS 


The third vitamin is a substance found 
in fresh fruits and vegetables that pos- 
sesses the property of preventing scurvy, 
and hence it has been designated the anti- 
scorbutic vitamin. Oranges, lemons, limes, 
tomatoes, potatoes, cabbage, carrots, etc., 
are rich in this class of vitamins. Cooked 
and canned tomatoes and fruits retain 
most of the anti-scorbutic property, but 
the process of drying vegetables and fruit 
seems to make them deficient. The heat- 
ing of milk, pasteurizing and sterilizing is 
said to reduce the anti-scorbutic property. 
This third class is especially of interest 
and importance in the nutrition of babies 
and children, for if the diet is deficient in 
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any of these substances the nutrition and 
growth will not be satisfactory. 

Hess and Unger have contributed valu- 
able information from their studies of 
anti-scorbutics. Since it requires at least 
six months for infantile scurvy to become 
recognizable, many babies may be pro- 
tected by the use of the anti-scorbutic sub- 
stances. Milk is not strongly anti-scor- 
butic, but is more so when raw and fresh, 
and so the addition of the juice of orange, 
lemon, pineapple, carrots, or tomato will 
supply the necessary vitamins. Tomato 
juice is highly anti-scorbutic, and it is 
claimed that it may be given safely, with- 
out the least trouble, in teaspoonful quan- 
tities to a baby a few weeks old, an ounce 
to a baby a few months old, and older chil- 
dren up to six ounces. When oranges are 
not available, it will be found very con- 
venient to use the tomato juice. The dried 
milks that are used so generally are said 
to contain this anti-scorbutic property. 

Funk has classified rickets as a de- 
ficiency disease and much experimental 
work has been done on animals to prove 
it. The beneficial results of cod liver oil, 
rich in fat soluble vitamins, and phospho- 
rus have been observed by many while 
treating rickets. Leonard Findlay, how- 
ever, has brought forth strong argument 
in favor of the effect of poor hygiene, in- 
door living, confinement, lack of outdoor 
exercise, etc., in addition to faulty food, 
as producing rickets. 

An editorial appeared recently in the 
Journal of the American Medical Assoc‘a- 
tion (May 14, 1921), which gives interest- 
ing conclusions from recent studies of vi- 
tamins. It has been observed that hog lard 
is ordinarily poor in fat soluble vitamins, 
but by feeding pigs food that is rich in 
these substances, such as grass, etc., the 
vitamin A content is greatly increased. 
The pig is able to store up vitamin A if 
the mother is also given food rich in these 
vitamins. It may be concluded, there- 
fore, that “the mammary secretion reflects 
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the richness of the diet of the lactating 
animal in anti-scorbutic vitamins.” It 
naturally follows that if the nursing 
mother should eat food rich in such acces- 
sory food substances that the baby will be 
able to store up these vitamins and its 
health greatly benefited. 


CRAWFORD W. LONG, THE DISCOV- 
ERER OF ANESTHESIA 


The Hall of Fame in New York has re- 
cently added a number of names to the 
immortals who have been voted by a se- 
lect few the greatest of great America’s 
great. One name, however, that was added 
to the list does not belong among the ga- 
laxy of those who have achieved great- 
ness, though he is generally credited with 
being the discoverer of one of the greatest 
boons that has been given to mankind. 
Morton claimed to have been the first to 
use sulphuric ether in surgery on Septem- 
ber 30, 1846. He may not have known 
of the fact that Crawford W. Long, of 
Crawfordsville, Ga., in March, 1842, ex- 
cised a tumor from the neck of James Ven- 
able, who was anesthetized with ether, and’ 
that before 1846 Long had performed op- 
erations on three other patients whom he 
had anesthetized with ether; but tradi- 
tion at Crawfordsville has it that a Boston 
physician came to Georgia and learned of 
Long’s method of using ether anesthesia. 

Evidently others in Boston besides Mor- 
ton were talking of ether anesthesia about 
the same time; because a dentist by the 
name of Wells claimed to have used ether 
before Morton. There was a warm, and 
not altogether creditable, controversy be- 
tween Morton and Wells not only for the 
honor of discovering anesthesia, but as to 
which one should reap the monetary re- 
ward of patenting sulphuric ether. Mor- 
ton, however, got his claims to Washing- 
ton first and in November, 1846, he pat- 
ented the drug sulphuric ether under the 
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trade name of ‘“‘Letheon.” It is not re- 
corded as to how much money Morton 
made out of his patent, but the Boston his- 
torians and encyclopedic editors give him 
the credit of being the discoverer of anes- 
thesia. 


The medical profession, dedicated as it 
is to the relief of suffering humanity, has 
not much respect for the doctor who pat- 
ents his discovery. It is, therefore, evi- 
dent that Dr. Morton could not have had 
very high professional ideals or he would 
not have made the effort to commercialize 
the use of a remedy that would revolution- 
ize surgery. This fact is prima facia evi- 
dence that Morton was not a true scientist, 
but an exploiter of a scientific achievement 
for private gain. 


Very different was the attitude of the 
modest Georgian, who used ether four 
years before Morton did, and who con- 
tinued his humble duties as a country doc- 
tor as if he had not made one of the great- 
est discoveries in the history of the world. 


In Long’s day, as at the present time, 
in some sections of the South many of the 
best prepared men in medicine practiced 
in the country and in small towns. Long 
was a graduate of the academic department 
of the University of Georgia at Athens, 
and he later studied medicine and. gradu- 
ated at the University of Pennsylvania. 
He was therefore about as well qualified to 
do original and research work as any phy- 
sician of his time, and he must have real- 
ized what the use of an anesthetic in sur- 
gery would mean to his profession. Long’s 
mistake was in not publishing a report 
of his cases; but in those days when there 
were but few medical journals and rail- 
roads and mail facilities were poor, it is 
not surprising that he should not have her- 
alded his discovery. The fact remains, 
however, that it was proved in Morton 
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and Well’s day that Long had antedated 
both of them in the use of ether anesthe- 
sia; and they should have had the gracious- 
ness to admit his priority. Morton was 
more vociferous in his claims than Wells 
and his name has been placed in the Bos- 
ton-edited histories and encyclopedias as 
the discoverer of anesthesia. The reading 
public has accepted the Boston historians’ 
statement so that today Morton is gen- 
erally credited with giving surgical anes- 
thesia to the world. However, as proof 
that there has always been considerable 
question as to the real discoverer of ether 
anesthesia even in Boston, the statue 
erected in that city is simply to “Anesthe- 
sia” and specifies no name at all. 


Those who are aware of the facts regard- 
ing the discovery of ether are beginning to 
let the world know of the debt of gratitude 
it owes to Dr. Long. Georgia has placed 
a statue to him in the Congressional Hall 
of Fame in Washington, and recently a 
druggist in Atlanta, Mr. Jacobs, has pre- 
sented a monument of Long to the Uni- 
versity of Georgia. The University of 
Pennsylvania likewise commemorates his 
achievement by a bronze tablet. There is 
also the hope that the historians and ency- 
clopedia editors will eventually give Long 
credit for his great contribution to surgery. 
The New International Encyclopedia, pub- 
lished by Dodd, Meade & Co. in 1907, which 
is one of the most carefully edited encyclo- 
pedias that has appeared, gives Dr. 
Long credit for the discovery of surgical 
anesthesia. Some one should be interested 
enough to present these facts in the case 
to the editors and publishers of all the his- 
tories and encyclopedias that now give the 
credit to Morton so that in future editions 
the error may be corrected. 

A formal statement should also be sent 
to those in charge of the New York Hall 
of Fame urging that they make an un- 
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biased investigation of the priority in the 
use of ether as an anesthetic. If that is 
done there could be no question of the ver- 
dict that Morton is not entitled to a place 
in any Hall of Fame, but that Crawford 
W. Long as the discoverer of anesthesia 
deserves to be recognized as one of the 
greatest benefactors to mankind in the 
history of the world. 


AN ENDOWED NURSES’ TRAINING 
SCHOOL 

Physicians are constantly being im- 
pressed with the lack of information of 
many trained nurses,—the persons who 
watch over and care for the patient in the 
absence of the doctors. Yet there are few 
physicians who are so unreasonable as not 
to make allowances for the shortcomings 
of their faithful though ill-prepared as- 
sistants whose cooperation we certainly 
could not do without. When the average 
nurse tells us that she has “catherized” 
a patient, or that the child’s “kidneys 
acted,” when she means that it has voided. 
we are lenient enough, because we realize 
first of all that there is a shortage of nurs- 
ing material throughout the country, and 
that consequently women of little or no 
education can enter training. The finan- 
cial return after graduation is incommen- 
surate with their tedious course, long 
hours, and hard work, so that nursing of- 
fers little inducement nowadays to many 
ambitious, educated young woman who, a 
decade ago, would have considered the 
nurse’s calling. 

We are wont to deplore the lack of real- 
ly scientific training of these nurses, and 
at the same time we fail to consider that 
most of the hospitals that graduate them 
have a hard struggle to exist, and hence 
are in no position to elevate the nursing 
profession through better theoretical in- 
struction, by introducing laboratory cour- 
ses, by establishing an eight-hour nursing 
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day, and by devoting more hours to in- 
struction. Fortunately the legislatures of 
California and New York have had the 
vision to make it mandatory that nurses 
be not forced to work over eight hours in 
the twenty-four. 


It is with immense gratification that 
we note the movement that is on foot to 
raise a million dollars for the endowment 
of the School of Nursing of the Johns Hop- 
kins Hospital. Of this, Dr. William H. 
Welch, Director of the School of Hygiene 
and Public Health of the Johns Hopkins 
University, says in part: 

“T consider the endowment of training schools 
for nurses one of the most urgent needs of the 
present day not only for the better education 
of nurses for the sick but also to meet the crying 
need for the training of public health. nurses, 
in which our hospital training schools must play 
an important part. Modern medicine and public 
health will suffer greatly unless such endowment 
be supplied. 

“The time is not far distant when the unen- 
dowed training school for nurses will be as much 
of an anomaly as the unendowed medical school, 
and as little capable of meeting its responsibili- 
ties to its pupils, the medical and sanitary pro- 
fessions and the public.” 


The average nurses’ training school of- 
fers but three or four hours a week in- 
struction. Obviously that is inadequate, 
but it often seems too much when one sees - 
a tired, over-worked young woman after a 
ten- or twelve-hour shift drag herself to 
the classroom in the evening and only with 
the greatest effort keep awake. If our 
nurses were dumb animals the humane so- 
cieties would doubtless step in and insti- 
tute reforms. 

There should at least be enough high 
grade training schools to turn out a suffi- 
cient number of well prepared teachers 
and superintendents for the less fortu- 
nately equipped hospitals. At present the 
demand for executives and teachers far ex- 
ceeds the supply. The same may be said 
of public health nurses. An institution is 
sorely needed whose instruction is of such 
scientific quality as to justify university 
credits for its courses. 
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IRVING COBB’S DOCTOR STORY 


One of Irving Cobb’s best stories is of a 
country doctor in a small Kentucky town, 
who had always visited the sick, whether 
rich or poor, at all hours and in all sorts of 
weather. Finally he became old and as the 
town grew and strangers moved in he lost 
his patronage except among the poor and 
lowly. Because he could not afford to pay 
rent he was forced to change his office and 
living quarters upstairs over a livery sta- 
ble. He did not possess the money to have 
a sign painted, so he secured a piece of a 
dry goods box, nailed it to a post in front 
of the livery stable and with a marking pot 
and brush he printed “Dr. Blair—office up- 
stairs.” 

One February, with the snow and ice 
on the ground, the old doctor had to walk 
to see his patients during an epidemic of 
pneumonia. He himself developed the dis- 
ease and died with no one to attend him. 
Indeed, no one knew that he was ill, but 
he had been missed for several days and 
finally some one went up into his office 
and found the old doctor dead. They also 
found his ledger, in which two days before 
his death he had marked all the accounts 
“paid in full.” The doctor’s friends among 
the poor, consisting of the town drunkard 
and a few others, managed to get together 
money enough to pay for a pine coffin and 
they buried the old man in the pauper 
part of the cemetery. They did not have 
money to buy a tombstone, but some one 
thought of the doctor’s sign as a marker 
for his grave. It was moved from in front 
of the livery stable and placed at the head 
of the doctor’s grave and on it was the 
fitting legend: “Dr. Blair — office up- 
stairs.” 

Another good doctor story is of an old 
Georgia physician, who was on one occa- 
sion asked “if doctors ever got to heaven.” 
He replied: “Yes, all good doctors go to 
heaven when they die. When a doctor dies 
and his soul goes to the pearly gates and 
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knocks for admission, St. Peter says: ‘Who 
comes here?’ and he replies, ‘A doctor who 
did his duty on earth.’ Then St. Peter 
cries out in a loud voice, ‘Sound the trump- 
ets and let angels sing his praises. Open 
wide the gates and let the doctor enter and 
take a high seat in heaven, for he had a 
hell of a time on earth.’ ” 

These stories that relate to the future 
well-being of doctors may not be of scien- 
tific value; but in these hard times before 
the return to “normalcy” when people pay 
the doctors “after they have paid their 
debts,” it is some consolation to know that 
there is a good time coming for the doctor 
in a better world. 


THE AMERICAN JOURNAL OF 
TROPICAL MEDICINE 


With so many high class men in the 
United States devoting all or a larger part 
of their time to the study of tropical dis- 
eases, it is surprising that there has not 
been in existence a journal given over ex- 
clusively to the publication of articles on 
tropical medicine. The members of the 
American Society of Tropical Medicine 
have long wanted such a journal and it 
now seems as if their dream will be real- 
ized. The Williams and Wilkins Co., of 
Baltimore, publishers of a number of scien- 
tific and special journals, have undertaken 
to meet this need in medical literature un- 
der the name of the American Journal of 
Tropical Medicine. 

The physicians of the Gulf states will be 
pleased to know that a journal devoted to 


’ tropical medicine is being published, be- 


cause they are so fortunate as to live in a 
climate with winter so balmy that the or- 
ganisms causing the so-called tropical dis- 
eases can live from year to year. They, 
therefore, have to deal with and are in- 
terested in all phases of the diseases that 
have been public health problems in the 
South for many years. 
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The American Journal of Tropical Med- 
icine is beginning under most favorable 
auspices. It is the official organ of the 
American Society of Tropical Medicine, 
therefore publishing the many scientific 
and valuable papers read before that dis- 
tinguished body. It has for its Editor, 
Col. H. J. Nichols, of the Army Medical 
School, and as its Advisory Editorial Board 
such men as Col. Baily K. Ashford; C. C. 
Bass, New Orleans; M. F. Boyd, Galves- 
ton, Tex.; William Krauss, Memphis; 
R. P. Strong, Boston; A. J. Smith, Phila- 
delphia; Surgeon-General Stitt, of the 
Navy; W. S. Thayer, Baltimore; and E. J. 
Wood, Wilmington, N. C. With an ed- 
itorial staff of such eminent men who are 
so interested in tropical medicine the new 
journal can not fail to be a scientific suc- 
cess. 

The first number of the American Jour- 
nal of Tropical Medicine contains articles 
by Col. Nichols, John M. Swan, C. C. Bass, 
W. V. King, C. A. Koford, J. F. Scham- 
burg, and I. I. Lehmann, making up 56 
pages of highly interesting matter on ma- 
laria, dysentery and other tropical dis- 
eases. It is printed on high grade paper 
and the typographical work is excellent. 
The American Journal of Tropical Medi- 
cine deserves the support of those inter- 
ested in tropical medicine. 


Correspondence 


SEMI-SUSPENSION FOR TONSILLAR IN- 
FECTIONS AND POST-OPERATIVE 
TONSILLECTOMY 


BALTIMORE, MpD., May 5, 1921. 
Editor, SOUTHERN MEDICAL JOURNAL: 

I want to thank you for your editorial on “Semi- 
Suspension for Tonsillar Infections and _ Post- 
Operative Tonsillectomy” in the May issue of the 
SOUTHERN MEDICAL JOURNAL. 

It gives me great pleasure to know that after 
having tried the method, you deem it worthy of 
editorial comment. I had the pleasure of pre- 
senting the subject at the one hundred and 


twenty-third annual meeting of the Medical and 
Chirurgical Faculty of Maryland last Wednes- 
day, and it seemed to have been received with a 
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great deal of interest. I have from my friends 
and others, who have tried semi-suspension, most 
enthusiastic reports of its success; and from pa- 
tients expressions of greatful appreciation for the 
comfort and relief it gives. 

I made the statement in my original article 
that there had been no improvement in the treat- 
ment of the tonsil infections in recent times in 
spite of the fact that medical literature has 
teemed with other phases of tonsil infections, with 
a great deal of trepidation, fearing that some 
advance had been made that had not come to my 
notice. But really it is a most astonishing fact 
that the treatment of the tonsil infections has 
stood still for at least a half century, though 
the tonsil has received a great deal of attention, 
and during the past few years has been as much 
in the limelight as any structure in the body. 

Something over fifty years ago Trousseau, who, 
by the way, used insufflation of alum, gargles of 
chlorate of potash, borax and cauterization with 
nitrate of silver, just as is done now, said (Lec- 
ture on Clinical Medicine, second volume, Trans- 
lation from the Edition of 1868, The New Syden- 
ham Society): “Inflammatory sore throat is, I 
repeat, gentlemen, one of the diseases which are 
at once the glory and the reproach of all kinds 
of medical treatment—the reproach, because med- 
icine never prevails against them, in this sense, 
at least that it is impotent in stopping the course 
or shortening the duration of the attack—and the 
glory, because they terminate in spontaneous re- 
covery whatever we do, so that there is a tempta- 
tion to ascribe to medicine the honor of the nat- 
ural cure!” Is not this just as true today? 

I fancy that drugs are used more often and 
more freely in the treatment of the tonsil infec- 
tions than in the treatment of any of the other 
medical or surgical infections. I wonder if it 
would not be a good idea to review the various 
measures used in the treatment of the tonsil in- 
fections and rip some of them up the back? 
What right have we to use drugs having a de- 
pressant action in such a prostrating disease? 
And yet this is constantly being done. Aspirin 
and aconite are good examples. It is quite as 
cruel and unwise to ask a person who is suffering 
from an inflamed and painful throat to gargle it 
as to ask a person with an inflamed and painful 
knee joint to walk with it, and yet it is routine 
practice. To make applications to the tonsil 
when the involvement is extra-tonsillar is about 
as effective as pouring water on a duck’s back. 

I intended only to thank you for your editorial 
on semi-suspension when I started this letter. I 
hope you will forgive me for taking up so much 
of your time. But after all, tonsillar infection is, 
as you say, ‘‘a universal disease” and “the most 
common of all foci of infection.” It is, therefore, 
one of the most important subjects in all clinical 
medicine. It seems to me that it’s up to some 
one to get busy and revise the treatment of it, so 
that we shall no longer do illogical things and 
futile things and particularly harmful things, 
and until we know of something better to do, 
push full fluid intake by means of semi-suspen- 
sion. 

Thanking -you for your courtesy, I am 

Yours most sincerely, 
FRANK Dyer SANGER, M. D. 
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Book Reviews 


Treatise on Fractures in General, Industrial and Military 
Practice. By John B. Roberts, A.M., M.D., F.A.C.S., 
Emeritus Professor of Surgery, University Graduate School 
of Medicine; President, American Surgical Association ; 
Membre de la Societa Internationale de Chirurgie; and 
James A. Kelly, A.M., M.D., Associate Professor of Sur- 
gery, University of Pennsylvania Graduate School of Med- 
icine; Attending Surgeon, St. Joseph’s, St. Mary’s, St. 
Timothy’s, and Misericordia Hospitals. Second edition, 
revised and entirely reset. 755 pages; 1081 illustrations, 
radiograms, drawings and photographs. Philadelphia and 
London: J. B. Lippincott Co., 1921. 

The first edition of this book in 1916 was well received. 
Since then the war has brought out much more regarding 
fractures. Surgery advanced a great deal more during those 
years of numberless gunshot wounds than in any other. 
The new doctrine of Lucas-Championniere that gentle mas- 
sage and mobilization are of value early in restoring func- 
tion in many fractures instead of fixation with steel plates 
has been accepted and is applied in this book with many 
other new ideas. Less complete reliance upon radiographic 
plates is urged on account of the possibility of technical er- 
rors. The orthopedist and general surgeon will find here 
much valuable material. 


Essentials of Histclogy (Eleventh Edition). By Sir Edward 
Sharpey Schafer, F.R.S., Professor of Physiology, Univer- 
sity of Edinburgh; formerly Jodrell Professor of Physi- 
ology, University College, London. Philadelphia and New 
York: Lea & Febiger, 1920. 

The fact that this standard histology has gone through 
eleven editions speaks for its acceptance by the medical schools 
of this country and abroad. 

It is clearly written and the subject is presented in a log- 
ical and interesting manner. The illustrations are very 
clear and well chosen. 

The fact that there are thirty typographical errors in this 
eleventh edition is to be regretted. 

This book has long been a standard text on the subject of 
histology and will continue to be so in its revised form. 


Radiography of the Chest. By Walker Overend, M.A., M.D. 
Volume 1, Pulmonary Tuberculosis. St. Louis: C. V. 
Mosby Co., 1921. 

The book is well written and the author throughout 
stresses the importance of correlating clinical facts with the 
radiographic findings. 

t seems a pity, however, that there are not more dia- 
grams to supplement the prints from the x-ray negatives, as 
at times these are not clear unless the reader is familiar 
with the interpretation of skiographs. 

The text is free of typographical errors and is well printed. 


The Basis of Psychiatry (Psychobiological Medicine). A 
Guide to the Study of Mental Disorders for Students and 
Practitioners. By Albert C. Buckley, M.D., Medical Super- 
intendent, Friends Hospital, Frankford; Associate Profes- 
sor of Psychiatry, Graduate School of Medicine, Univer- 
sity of Pennsylvania; Alienist, Philadelphia Orthopedic 
Hospital and Infirmary for Nervous Diseases. Philadel- 
phia and London: J. B. Lippincott Company, 1920. 

In this book the author takes up elementary biology as his 
first sections and states in his preface that upon these prin- 
ciples he will base his discussion of psychiatry. This is done 
but to a very meager extent and the clinical part of the 
book reads like a compilation of other works of none too 
recent date. The volume might be employed by the student 
as an introduction to the subject of psychi&try, but its sec- 
tions on diagnosis and treatment are too general for his use. 
For the practitioner it is too indirect in its statements to 
be of much value. Mechanically the book is well gotten up 
and is free from typographical errors. 


Operative Surgery, For ee and Practitioners. By 
John J. McGrath, M.D., C.S., Professor of Surgery, 
Fordham University ; "Surgeon, People’s Hos- 
pital; Visiting Surgeon, Fordham, Columbus and New 
York Foundling Hospitals. Sixth Revised Edition, with 
863 pages, 369 illustrations, including full page color and 
half-tone. Philadelphia: F. A. Davis Co., 1921. 

The fact that this is a sixth edition demonstrates its pop- 
ularity. It covers the field of surgery, beginning with anes- 
thesia, discussing operations upon the head and face, neck, 
tongue, thorax, abdomen and back, on down in order to the 
lower extremities. If a criticism could be offered, it would 
be that the work is too condensed for the average student. 
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Outlines of Internal Medicine for the Use of Nurses and 
Junior Medical Students. By Clifford Bailey Farr, A.M., 
M.D., Professor of Gastro-Enterology, Graduate School of 
Medicine and Associate in Medicine, Medical Department, 
University of Pennsylvania; Visiting Physician, Philadel- 
phia Hospital for Contagious Diseases; Assistant Visiting 
Physician, Philadelphia General Hospital. Philadelphia 
and New York: Lea & Febiger, 1920. 

This book with the addition of lectures might possibly 
serve to instruct nurses, but it appears totally unfitted to the 
use of medical students. The author has tried to make the 
subject simple and in so doing has at times lost his per- 
spective. There are many omissions which are hard to ex- 
plain, as, for example, the fact that there is no mention of 
poisoning by carbolic acid under the chapter on poisoning. 

In order to bring the book up to date the author has in- 
cluded a section on mustard gas which seems a useless addi- 
tion at the present time. 

The section on diseases ~ the urinary passages and kid- 
neys is the best in the 

Taking the work as a = the author has sacrificed 
everything for simplicity, and despite this fact the result is 
pa we book is hard reading because it fails to hold one’s 
interes 
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ALABAMA 

At the recent meeting of the Southern Railway Surgeons 
in Mobile, the following officers were elected: Dr. T. D. 
Walker, Cochrane, Ga., President; Drs. J. W. McGee, Reids- 
ville, N. oC. Black, Spartanburg, S. C., R. K. Griffin, 
Moundsville, Tenn., R. M. Wallace, Rutledge, Va., Vice- 
Presidents; Dr. George Ross, Richmond, Va., Historian; 
Miss Edith A. Foltz, Washington, D. C., Secretary-Treas- 
urer. 


Deaths 


Dr. James Marion Donald, Marion Junction, aged 57, died 
in Selma April 10. 


ARKANSAS 

The following physicians have been appointed to fill va- 
cancies on the State Medical Board: Drs. John C. Swindle, 
Walnut Ridge; James W. Walker, Fayetteville; John T. 
Palmer, Pine uff. 

A gift of $10,000 of the B. Baer Charity Fund has been 
accepted and Fort Smith has set apart the Administrative 
Building at the County Hospital for tuberculosis patients. 
The building will be remodeled. The gift is to be main- 
tained by the county as a memorial to Mr. Baer. 

Dr. W. A. Lamb, Little Rock, has been appointed Coroner 
of Pulaski County to succeed Dr. S. P. Vaughter, deceased. 

Passed Assistant Surgeon L. O. E. Weldon, of the U. S. 
Public Health Service, has been ordered to take charge of 
the hospital at Fort Logan H. Roots, Little Rock. 

Deaths 


Dr. John N. Lovell, Bradford, died May 13 from appendi- 
citis. 

Dr. Joseph B. Thomasson, Delight, aged 58, died April 26 
from septicemia. 

Dr. J. Webb Curtis, Hot Springs, aged 64, died April 19. 

Dr. Leonidas H. Merritt, Forrest City, aged 51, died 


April 8. 
Dr. Augustus Bryant Sholars, Little Rock, aged 84, died 
April 25. 


Dr. John H. Sutton, aged 53, died May 16 from carcinoma 
of the liver. 


DISTRICT OF COLUMBIA 

Construction work on the $2,000,000 Gallinger Psycho- 
pathic Hospital, Washington, on grounds adjoining the Dis- 
trict jail, is nearly completed. The new building consists of 
four buildings, each two stories high. The group will ac- 
commodate two hundred patients. 

Dr. William John Clarke Agnew, Washington, and Miss 
Vera M. Radcliffe, Tal-u-Werydd, Cardiff, Wales, were mar- 
ried at London, England, April 27. 


FLORIDA 


At the recent meeting of the Florida State Medical As- 
sociation, held in Pensacola, the following officers were 
elected: Dr. S. R. M. Kennedy, Pensacola, President; Drs. 
Leonidas M. Anderson, Lake City, W. Herbert Adams, Jack- 
sonville, and Julius C. Davis, Quincy, Vice-Presidents; Dr. 
Graham E. Henson, Jacksonville, re-elected Secretary. 

Dr. H. Mason Smith, formerly with the Florida Hospital 
for the Insane at Chattahoochee, has opened offices in Tampa. 
His work will be limited to neurology and psychiatry. 
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Fire recently destroyed the office equipment of Dr. B. F. 
Barnes, River Junction. 

Dr. Ralph Greene announces his retirement from the posi- 
tion of State Health Officer to resume practice of medicine 
with offices in the St. James Building, Jacksonville. 

Deaths 

Dr. George Porter, Orlando, died April 29 

trouble. 


from heart 


GEORGIA 
Otficers elected for the Georgia State Medical Association 
at its recent meeting in Rome are as follows: Dr. E. C. 
Thrash, Atlanta, President; Drs. H. W. Terrell, LaGrange, 
and R. M. Harbin, Rome, Vice-Presidents; Dr. Allen H. 
Bunce, Atlanta, Secretary-Treasurer. 
The following officers have been elected for Terrell County 
Medical Society: Dr. J. D. Dean, President; Dr. S. P. Ken- 
yon, Secretary-Treasurer. 


Deaths 
Dr. John Alfred Burch, Eastman, aged 38, died May 6. 
Dr. Guy W. Williams, Forsyth, aged 82, died April 21 
from heart disease. 


KENTUCKY 
Through the co-operation.of the local Red Cross, 
States Public Health Service and the Fiscal Court, 
choma clinic has been opened at Manchester. 
Dr. John Snowden, Jr., Winchester, has been appointed 
to the United States Public Health Service, stationed at Lex- 
ington. 


United 
a tra- 


Dr. J. A. Goodson, Lexington, has been appointed to the 
United States Public Health Service. 

Dr. William H. Evans, Louisville, has been appointed 
Prison Physician at the State Reformatory and will assume 
his duties July 1 

Boyd County Medical Society has elected the following 
officers: Dr. W. O. Hopper, President; Dr. P. C. Saunders, 
Vice-President; Dr. M. H. Smith, Secretary. 

Caldwell County Medical Society has elected the following 
officers: Dr. L. O. Young, President; Dr. Frank Walker, 
Vice-President; Dr. R. W. Ogilvie, Secretary. 

Fayette County Medical Society has elected the following 
officers: Dr. W. E. Bannister, President; Dr. J. T. McCly- 
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| monds, Vice-President; Dr. S. B. Marks, Secretary-Treas. 
urer. 

Graves County Medical Society has elected the following 
officers: Dr. M. Hunt, President; Dr. D. H. Ray, Vice- 
President; Dr. H. H. Hunt, Secretary. 
| Hopkins County Medical Society has elected the following 
| officers: Dr. R. F. Robinson, President; Dr. rances, 

Vice-President; Dr. C. R. Morton, Secretary- Treasurer. 

Laurel County Medical Society has elected the following 
| officers: Dr. J. W. Crook, President; Dr. G. S. Brock, Vice- 

President; Dr. O. D. Brock, Secretary-Treasurer. 

Livingston County Medical Society has elected the follow- 
J. L. Hayden, President; Dr. noy wad- 
Vice-President; Dr. E. Davenport, Secretary. 
Logan County Medical Society has elected the following 
J. K. W. Piper, President; Dr. W. R. Burr, 
Vice-President; Dr. Walter Byrne, Jr., Secretary. 

Monroe County Medical Society has ‘elected the following 
officers: Dr. J. T. Smith, President; Dr. J. F. Marrs, Vice- 
President; Dr. R. F. Duncan, Secretary. 

Mason County Medical Society has nt the following 
officers: Dr. L. H. Long, President; Dr. P. G. Smoot, Vice- 
President; Dr. W. E. Hard, Secretary. 

Mercer County Medical Society has elected the following 
officers: Dr. F. D. Haston, President; Dr. E. V. Seay, Vice- 
President; Dr. J. Tom Price, Secretary. 

Nelson County Medical Society has elected the following 
S. A. Fox, President; Dr. B. E. Gore, Vice- 
President; Dr. Hugh D. Rodman, Secretary. 

Taylor County Medical Society has elected the following 
officers: Dr. W. R. Elrod, President; Dr. T. J. Buckner, 
Vice-President; Dr. C. V. Heistand, Secretary. 

Todd County Medical Society has elected the following 
officers: Dr. R. L. Boyd, President; Dr. E. Boone, Vice- 
President; Dr. W. E. Bartlett, Secretary. 

Washington County Medical Society has elected the fol- 
lowing officers: Dr. R. J. Hamilton, President; Dr. M. W. 
Dr. J. H. Hopper, Secretary. 
Lightfoot, Cloverport, and Mrs. 

McQuady, married May 13. 


Deaths 
Dr. A. P. Taylor, Lexington, aged 64, died May 22 from 
heart trouble. 


Dr. John Edward Hays, Louisville, aged 65, died May 23 
from pneumonia. 


Dr. Charles R. Ressie 


(Continued on page 38) 


PATHOLOGY 
Allen H. Bunce, A.B., M.D., F.A.C.P 


methods and technique are used. 


treatment are indicated. 


Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 


DEPARTMENTS 
BACTERIOLOGY and SEROLOGY X-RAY and RADIUM 


George F. Klugh, B.S.,M.D. 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


Fee lists and containers for pathological specimens and information in reference to 
x-ray and radium work furnished upon request. 


Address 
DRS. BUNCE, LANDHAM AND KLUGH, Healey Bldg., Atlanta, Ga. 


Jackson W. Landham, M.D. 


Only standardized 
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In Place of Opium 


in true asthma, dysmenorrhea, gall-stone and other colics, hic- 
cough, whooping cough, neuritis, post-partum pains—the thera- 
peutic field is widening logically— 


BENZYLETS! 


The no-habit, non-toxic, non-narcotic analgesic-antispasmodic ; 
tasteless, no gastric irritation; boxes of 24 globules of the pure 
drug ethically labelled at your favorite pharmacy. 


BENZYLETS!! 
SHARP & DOHME 


WHEN YOU WANT 


FLUIDEXTRACT CASCARA AROMATIC that is efficient, yet palat- 
able SPECIFY 


LIQUID CASCARA 
FLAVORED P-M CO 


LIQUID CASCARA FLAVORED P-M CO is made from high grade barx, 
carefully aged before use, carefully debitterized, carefully extracted. 


The satisfactory results, judged from your own and your patients’ view- 
point, justifies our pride in this product. 


PITMAN-MOORE COMPANY 


INDIANAPOLIS, Chemists U.S. A. 
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TUBULAR APPLICATORS 
NEEDLE APPLICATORS 
FLAT APPLICATORS 


and 


APPLICATORS 
of SPECIAL DESIGN 


COMPLETE 
INSTALLATIONS 


of 
EMANATION APPARATUS 


SOLD ON BASIS OF 
U. S. 
BUREAU OF STANDARDS 
CERTIFICATE 


| Correspondence invited by our 
PHYSICAL, CHEMICAL 
and MEDICAL DEPT’S 


THE 
RADIUM COMPANY 
OF COLORADO, Inc. 


MAIN OFFICE and R/:;DUCTION WORKS 
DENVER, COLO., U.S. A. 


BRANCH OFFICES 


122 SOUTH 50 UNION LONDON 
MICHIGAN AVE SQUARE 
CHICAGO NEW YORK PARIS 


| 


(Continued from page 586) 
Dr. R. B. Combs, Richmond, aged 69, died May 19 from 
stomach trouble. 
Dr. Thomas Potts Allen, Pembroke, aged 62, died May 7, 
Dr. Richard B. Gilbert, Louisville, aged 78, died May 18 
from cerebral hemorrhage. 


LOUISIANA 

The Orleans Parish Anti-Tuberculosis League has pur- 
chased the Southern Park on Bayou St. John, New Or- 
leans, for $90,000 and will build an institution for the care 
of tuberculosis cases. Fishing, gardening and other activi- 
ties will be furnished for the patients. 

The Southern Radium Clinic, Cusachs Building, New Or- 
leans, has been opened. The following physicians are on the 
staff: Drs. Robert Bernhard, P. J. Carter, Ansel M. Caine, 
Peter Graffagnino, J. Raymond Hume, Thomas B. Sellets, 
Paul T. Talbot, Chas. H. Voss, H. W. E. Walther and Arthur 
Lee Whitmire. 

Miss Anna C. Lantz has been made Superintendent of 
Nurses and Principal of the School of Nursing, Shreveport. 

The Iberia Parish Medical Society has been organized and 
the following officers elected: Dr. George J. Sabatier, New 
Iberia, President; Dr. Walter F. Carstens, New Iberia, Sec- 
retary-Treasurer. 

Dr. H. S. Woodward and Dr. Katherine Woodward, Mon- 
roe, were married in St. Louis recently. 

Dr. William Holcombe Aiken, New Orleans, and Miss 
Helen Curtis Henry, New York, married May 

Deaths 

Dr. A. B. Nelson, Shreveport, died February 27 from 
broncho pneumonia. 

MARYLAND 

Dr. John J. Erwin, Baltimore, has been appointed Super- 
intendent of the Mercy Hospital to succeed Dr. Irwin O. 
Ridgely, resigned. 

Dr. Joseph Alfred Chatard, Baltimore, was recently ap- 
pointed a member of the State Lunacy Commission to fill 
the vacancy of Dr. Henry M. Hurd, resigned. 

At the reunion of the alumni of the University of Mary- 
land, held May 30-31 and June 1, in Baltimore, the following 
officers were elected: Dr. John B. Schwatka, Baltimore, 


(Continued on page 40) 


THE REASON 


B. B. CULTURE is showing a phe- 
nomenal increase in sales throughout 
the South, particularly at this season. 
We feel that this is a very positive 
indication that our product is appre- 
ciated by the profession and that it is 
showing consistent results in the va- 
rious intestinal infections which are 
now prevalent. 

Have you prescribed B. B. CUL- 
TURE lately? 


B. B. CULTURE LABORATORY, Inc. 
‘Yonkers, New York 
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Beware Gluten 


“6 LUTEN Bread is the Diabetic’s worst enemy”—declared the late Dr. 

Janeway, probably America’s greatest physician. There is not a 
gluten bread that does not contain starch in amount rarely less than 20% 
and often more than 40%. The safe way is to prescribe a flour with the 
analysis on each package showing it to be strictly non-carbohydrate, such as 


DIABETIC 
FLOUR. 


Absolutely Starchless 


Made strictly from specially blended caseins of milk, it is necessarily free 

from the slightest trace of starch; and it is relieved by special process from 

all traces of sugar. Lister’s Flour is self-rising and can be made easily and 

guickly into substantial, satisfying Diabetic Bread and delicious Cookies, 

- Muffins, Doughnuts, etc., all strictly non-carbohydrate. Packed in small, 

carefully weighed boxes—one for each day—suitable for a “strict diet” or 
part of a liberal diet. 


One Month’s Supply (30 Boxes) - $4.85 
Fifteen Days’ Supply (15 Boxes) - 2.75 


Sent direct to the Physician or to his patient. Or write to us for the name 
of our druggist-agent nearest to you. 


LISTER BROS., Inc., 405 Lexington Ave., New York 


Coast States—Starchless Food Co. CANADA—W. Lloyd Wood 
412 Kerckhoff Bldg., Los Angeles, Cal. 64 Gerrard St., Toronto, Can. 
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HE Alpine Sun Lamp is recog- 
nized by prominent men of the 
profession as a valuable therapeutic 
aid. This modality has been tried 
and tested over a period of ten years, 
in the hands of hosts of men and 
never once proved otherwise than ef- 
ficient and—valuable. 


A vast amount of research work and a 
great number of clinical tests have enabled 
us to improve upon and bring it up to its 
present high state of efficiency where it re- 
mains—still without a peer. 


It provides a convenient and very power- 
ful apparatus for the application of intense 
ultra-violet rays to most manifestations of 
tuberculosis; superficial skin lesions, post- 
operative infections, nervous disorders, 
osteomylitis, ulcers and wounds, and con. 
ditions resulting from faulty metabolism. 


Send for manual of interesting writings 
by authorities. Address Dept. D. 


Hanovia Chemical Mie. Co. 


Branch Offices: 
NEW YORK, CHICAGO, SAN FRANCISCO 


NEWARK, N. J. 


tary-Editor ; 


(Continued from page 38) 
President ; Drs. James M. H. Rowland, Baltimore, Robert P, 
Bay, Baltimore, Guy Steele, Cambridge, Vice-Presidents; Dr, 
William S. Love, Baltimore, Secretary; Dr. Charles U. 
Smith, Baltimore, Treasurer. 

A pledge of $100,000 and a gift of $25,000 have been an- 
nounced to be added to the fund for rebuilding the Syden- 
ham Hospital, Baltimore. The hospital will have 100 rooms 
and will receive patients without regard to race or color. 

Deaths 
Dr. John A. Coe, Brandywine, aged 56, died February 28. 


MISSISSIPPI 

At the annual meeting of the Mississippi State Medical 
Society in Laurel May 10-11, the following officers were 
elected: Dr. Henry Boswell, Sanatorium, President; Dr. 
John S. Eason, Coldwater, First Vice-President; Dr. Roland 
H. Cranford, Laurel, Second Vice-President; Dr. Thomas M. 
Dye, Clarksdale, re-elected Secretary; Dr. James M. Buch- 
anan, Meridian, re-elected Treasurer. The 1922 meeting will 
be held at Brown’s Wells. 

Dr. W. H. Anderson, Booneville, has been appointed Local 
Surgeon for the Mobile & Ohio Railroad. 


Deaths 
Dr. William F. Ellard, Water Valley, aged 68, died May 
11 from cerebral hemorrhage. 


MISSOURI 

At the annual meeting of the Missouri State Medical As- 
sociation, held in St. Joseph May 24-26, the following of- 
ficers were elected: Dr. Albert H. Hamel, St. Louis, Presi- 
dent; Drs. Bernard W. Hayes, Jackson, Clarence W. Rus- 
sell, Springfield, Thornton E. Moore, Trenton, Godfrey O. 
Cuppaige, Moberly, Horace W. Carle, St. Joseph, Vice-Pres- 
idents; Dr. Edward J. Goodwin, St. Louis, re-elected Secre- 
Dr. J. Franklin Welch, Salisbury, re-elected 

Treasurer. 


Officers elected for St. Francois. County Medical Society 
are as follows: Dr. G. W. Tidwell, Elvins, President; Dr. G. 


(Continued on page 42) 


THE STORM BINDER AND 
ABDOMINAL SUPPORTER 


PATENTED 


A washable 
A b dominal 
Sup porter 
adapted to 
the use of 
men, women 
and chil- 
dren for 
any purpose 
for which 
an abdomi- 


nal sup- 

porter is needed. For General Support—as 

in Visceroptosis, etc. For Special Support— 

as in Hernia, Relaxed Sacro-Iliac Articula- 

tions, etc. For Post-Operative Support—as 

after operations upon the stomach, gall 

bladder, etc. 

Illustrated descriptive folder with samples 

of materials and physicians’ testimonials 

will be forwarded upon request. 

All Mail Orders Filled at Philadelphia 

—Within 24 Hours. 


KATHERINE L. STORM, M.D., 
1701 Diamond St., Philadelphia, Pa. 
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There are very few people who 
wouldn’t relish a couple of nice, 
brown, crisp doughnuts—if only. 
they could digest them. But 
under all ordinary conditions 
these delicacies are taboo. 


This is because doughnuts 
cooked in animal fats have ab- 
sorbed a considerable quantity 
of this fat, and are therefore 
heavy and soggy. 

The starch cells are coated 
over with an envelope of fat— 
which retards the dextrinizing 
of these cells. 


Doughnuts, or any other food, 
cooked in Mazola, however, can 
be “taken care of” by almost any 
average individual. 


For Mazola, capable of being 
heated so much hotter than lard 
or animal fats, before it reaches 
the smoking point, crisps over 
the surfaces of the food, and pre- 
vents the absorption of the fat 
into the food cells. 

Mazola is the one cooking oil 
that can be depended on for 
definitely helpful results in all 


Taking the Doughnut Out of 
the Index Expurgatorius 


MAZOLA IS SOLD BY ALL GROCERS EVERYWHERE 


digestive and under-oxydation 
disorders. Food prepared with 
Mazola is better tolerated and 
more readily digested than when 
prepared with ordinary cooking 
fats. 


Mazola is also coming into 
general use as a smooth and de- 
licious salad oil—preferred by 


_ many to even the finest imported 


olive oil. And at less than half 
the cost. 


Suggest to your patients, Doc- 
tor, to use Mazola. See how it 
will help you to help them. 


CORN PRODUCTS REFINING COMPANY 


17 Battery Place, New York City 
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Dr. George B. Adams 


SAYS: 


“Do not make your diagnosis on gen- 
eralities; get specific facts. 
Have laboratory tests made.” 


Your attention is invited to our 
modern laboratories, where no effort 
is spared to make our work reliable. 


With our PRESENT SYSTEM we 
are rendering efficient and prompt 
service to physicians in all the South- 
ern States. 


TISSUE SPECIMENS carefully ex- 
amined in serial sections and a de- 
tailed report made of the histopathol- 
ogy present. 


WASSERMANN TEST done with 
reagents of the highest purity, and a 
check test is done on all specimens. 


BACTERIA responsible for infec- 
tion identified and AUTOGENOUS 
VACCINES prepared. The vaccine is 
dispensed in convenient and practical 
containers. 


GENERAL LABORATORY EX- 
AMINATIONS are equally invited and 
efficiently made. 


PASTEUR TREATMENT mailed 
to remote locations and successfully 
administered to patients by their fam- 
ily physician. 


Containers for mailing specimen 
and fee list furnished on request. 


DR. GEORGE B. ADAMS 


Clinical Laboratories 
705-709 Maison Blanche Annex 
New Orleans 
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E. Cecil, Flat River, Vice-President, Secretary and Treas- 
urer. 

The thirteenth anuual meeting of the Missouri Society of 
Medical Secretaries was held in St. Joseph May 24-26 in 
connection with the State Medical Association. 

The site of the $1,000,000 hospital to be built as a National 
charitable institution by the Shriners of the United States 
for crippled children has been purchased at St. Louis. Con- 
struction will be started soon. 

Drs. Cortez F. Enloe, Jefferson City, and E. E. Brunner, 
Carrollton, have been appointed members of the State Board 
of Health. 

Officers for Howard County Medical Society are as fol- 
lows: Dr. W. M. Dickerson, Armstrong, President; Dr. W. 
E. Williams, Fayette, Vice-President ; Dr. R. H. Williams, 
Fayette, Secretary-Treasurer. 

Officers elected for the en Society of Missouri 
are as follows: Dr. H. J. Ravold, St. Joseph, President; Dr. 
E. C. Ernst, St. Louis, re- -elected’ Secretary. The next meet- 
ing will be held in Excelsior Springs May, 1922. 

New Officers for Daviess County Medical Society are as 
follows: Dr. J. D. Dunham, President; Drs. T. E. Cooper 
and Frank Hedges, Vice-Presidents ; Dr. M. A. Smith, Sec- 
retary-Treasurer. 


Deaths 

Dr. Wallace L. Sappington, Maplewood, aged 59, died 
May 16. 

Dr. William Dickson Brown, Carthage, aged 59, died May 
3 from heart disease. 
se 38 Harry Joseph Cummings, St. Louis, aged 54, died 

a 

Dr. Fussell S. Hill, Maplewood, aged 72, was instantly 
killed May 5 when struck by a truck while returning from 
a visit to a patient. 


NORTH CAROLINA 


Officers for the Burke County Medical Society are as 
follows: Dr. James W. Vernon, President; Dr. Wm. H. 
Kibler, Vice-President; Dr. G. M. Billings, Secretary-Treas- 
urer. 

The following have been named members of the Board of 
Consulting Surgeons for the State Hospital at Raleigh: Dr. 


(Continued on page 44) 


A fundamental truth 
never varies with age 


We continue to maintain that 
The Medical Protective Com- 
pany, specializing in profes- 
sional protection exclusively, 
can write a broader contract at 
less cost. 


Experience proves that there 
is an advantage to the pro- 
fession to be affiliated with 
“twenty-three years of doing 
one thing right.” 


The Medical Protective Co. 


Fort Indiana 


&§ 42 
; 
— { 
¥ 
| 
| 
a 
3 
| 
4 


Vol. XIV No. 7 SOUTHERN MEDICAL JOURNAL 


For The Surgeon 


Bard-Parker Knife 


it’s Sharp! 


Ask Your Dealer 


Bard-Parker Company, Inc., New York 


It’s Sharp! 


That is the opinion expressed 
by all surgeons who have used 
this 


BARD-PARKER KNIFE 


Designed to eliminate the nui- 
sance and uncertainty of re- 
sharpening by means of re- 
newable blades, which have 
the sharpest cutting edge at- 
tainable. 


The price of a new blade is less than the cost of sharpening an ordinary scalpel. 
The surgeon is thus assured of a knife of standard sharpness, always ready for use. 
The illustration demonstrates its simplicity, the price its economy. 
Blades in packages containing 6 of one size. Order by size number. 
Handles, all sizes, each, $1.00. Nos. 1 and 3 Handles fit Nos. 10 and 11 Blades. 
Blades, all sizes, per dozen, $1.50. Nos. 2 and 4 Handles fit Nos. 20 and 21 Blades. 
Pocket Cases for 2 Handles and a dozen Blades. Leather Cases, $1.50. Khaki Cases, $1.00. 

MAIL ORDERS RECEIVE SPECIAL ATTENTION. 


DOSTER-NORTHINGTON DRUG CO. 


Surgical Instruments and Hospital Supplies 
BIRMINGHAM, ALABAMA 
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HECHT GRADWOHL 
TEST 


Is made on every blood submitted 
without extra charge. 


This test gives you information which 
increases the accuracy of your diag- 
noses. 


SPINAL FLUID 
TESTS 


Wassermann 
Pandy 

Ross Jones 
Lange 

Cell Count 


We urge practitioners to submit 
spinal fluid to aid in the diagnosis of 
syphilis. You will be surprised at 
the frequency of positive results in 
so-called “Asymptomatic” cases. 


Write for Spinal Puncture Outfit, also Free 
Containers and Literature. 


Gradwohl Laboratories 


3514 Lucas Ave., St. Louis, Mo. 


7 W. Madison Street, Chicago, III. 


_ ory, Vice-President ; Dr. 


(Continued from page 42) 


Hubert A. Royster, Raleigh; Dr. J. F. Highsmith, Fayette- 
ville; Dr. Roy Roberson, Durham; Dr. J. onroe, San- 
T. M. Green, Wil- 


ford; Dr. C. A. Woodard, Wilson; Dr. 
mington. 
“Wrenwood,” a boarding house located at 61 South —_ 


Broad Avenue, Asheville, has been purchased by Dr. 
Pritchard and Dr. J. G. Anderson and will be poi: MD 
probably for use as a_ hospital. 

The Tri-County Medical Society, consisting of Caldwell, 
Lincoln and Catawba Counties, was organized May 11 at 
Hickory. The following officers were elected: Dr. Lester A. 
Crowell, Lincolnton, President; Dr. Jacob H. Shuford, Hick- 
William P. Spears, Hickory, Secre- 
tary-Treasurer. 

Drs. W. L. Grantham and A. F. Toole, Asheville, announce 
that after June 1 they will be associated for the diagnosis 
and treatment of urologic conditions and of syphilis. A 
urologic laboratory will be maintained which will be open 
for work sent in by other members of the profession. Of- 
fices at 20 Government Street. 

The New Bern District No. 9, of the State Nurses’ Asso- 
ciation, was recently organized at New Bern. This district 
cemprises nineteen counties and completes the organization 
in the State of district associations. 


Deaths 


Dr. Daniel Greenlee Caldwell, Concord, aged 58, died 


May 13 from paralysis. 
Dr. William Preston Simpson, Louisbury, 
April 28 from cerebral hemorrhage. 
Dr. James E. Brooks, Blowing Rock, aged 50, died May 19. 
Dr. Lauriston Hardin Hill, Germanton, aged 84, died 


aged 42, died 


May 13. 
OKLAHOMA 
Deaths 
Dr. Virgil W. Hudson, Sallisaw, aged 71, died May 11 


from uremia. 


SOUTH CAROLINA 
The following physicians have been appointed members of 
the State Board of Health: Dr. Robert Wilson, Jr., Charles. 
ton; Dr. William M. Lester, Columbia; Dr. Robert A. 
Marsh, Edgefield; Dr. Claude C. Gambrell, Abbeville; Dr. 
William Egleston, Hartsville; Dr. Edgar A. Hines, Seneca; 
Dr. Miles J. Walker, York. 
Deaths 
Dr. Robert Bolt Day, Pendleton, aged 47, died at Chick 
Springs Sanitarium, Chick Springs, May 1. 
Dr. Remus G. Elliott, Greenville, aged 62, died May &. 
Dr. Robert R. Jetter, Union, aged 55, died May 7. 
Dr. Franklin Pace, Greenville, aged 48, died May 16, 
after a long illness. 
(Continued on page 46) 


A COURSE IN TRAINING FOR X-RAY 
TECHNICIANS 
Three months’ course. Number of students limited. 


For detailed information write to X-Ray Department, 
Johns Hopkins Hospital, Baltimore, Md. 


Nashville Private 
Maternity Hospital 


For the care and protection 
of unfortunate young women. 
DR. J. H. PRESTON, Physician 


* Address: MRS. L. SWEENEY 
1230 Second Avenue, South 
Phone, Main 3791 


NASHVILLLE, TENN. 
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RADIUM of highest purity paratus adopted after having | 
in any quantity. been proven therapeutically | 
Patented glazed plaques practicable. 
for superficial condition. U. S. Bureau of Standards | 
Tube and needle applicators Certificate. 
ccllcesalagediai Our Departments of Physics 


Apparatus for radium emanation 4nd Medicine giveinstruction | 
installed by our Dept. of Physics. in the physics and therapeu- 
All our applicators and ap- tic application of Radium. 


Dr. M. M. Cullom’s Mouth Gag 


WirH Two TONGUE DEPRESSORS 
‘FOR ADULTS AND CHILDREN 


READY FOR 
IMMEDIATE 
DELIVERY 


The tongue depressors on this mouth gag 
have a vertical adjustment and can be attached 
or detached instantly. Instead of crowding the 
tongue into the larynx, they exert a lifting 
force on the base of the tongue and permit free 
respiration. 


V. MUELLER & COMPANY 


1771-1789 Ogden Ave., CHICAGO 
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SAVE MONEY ON 


YOUR X-RAY svpp.ics 


Get our price list and discounts on quantities before you 
purchase 
HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 
10% TO 25% ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 


X-RAY PLATES. Three brands in stock for quick ship- 
ment. 
Brand, where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 


PARAGON Brand, for finest work; UNIVERSAL | 


— Ilford or X-ograph metal backed. Fast or slow | 


emulsi 

BARIUM "SULPHATE. For stomach work. 
Low price. 

COOLIDGE X-RAY TUBES. 5 styles, 10 or 30 millamp.- 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks. 
These will end your dark room troubles. 5 sizes of En- 
ameled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and ples on req Price in- 
cludes imprinting name and address. 

DEVELOPER CHEMICALS. Metol, Hydroquinone, Hypo, etc. 

INTENSIFYING SCREENS. Patterson, TE, or celluloid- 
backed screens. Reduce exposure to 44th or less. Double 
screens for fi:m. All-metal cassettes. 

LEADED GLOVES AND APRONS. (New type glove, lower 


priced.) 
FILING ENVELOPES with printed X-ray form. (For used 
plates.) Order direct or through your dealer. 


If You Have a Machine Get Your 
Name on our Mailing List. 


GEO. W. BRADY & CO. 


Finest grade. | 


780 So. Western Ave. CHICAGO, Ill. 


“It Works Like 
a Charm” 


So writes a physician regarding a new way 
he had discovered for introducing a filiform 
into the bladder in cases of tight stricture. 
His experience, together with a multitude of 
others equally interesting and stimulating, 
make up one of the features of 


“Electro-Therapy 
In The Abstract” 


A 145 page bound work, pocket size, for instant 
consultation, giving valuable ethical and prac- 
tical standards of work bringing therapeutic 
results and a wider range of practice alike and 
abreast. 


Compiled exclusively for the medical profession, 
and distributed without cost by the Thompson- 
Plaster Co. It is ESSENTIAL to ask for it on 
your letter head. 


THOMPSON-PLASTER CO. 
LEESBURG, VIRGINIA 


(Continued from page 44) 
TENNESSEE 


At the recent meeting of the East Tennessee Medical As- 
sociation, held in Maryville, the following officers were 
elected: Dr. E. C. Anderson, Chattanooga, President; Dr. J. 
W. Wallace, Johnson City, First Vice-President; Dr. J. C. 
Kimbrough, Madisonville, Second Vice-President; Dr. G. 
Victor Williams, Chattanooga, Secretary-Treasurer. The 
next meeting will be held in Knoxville in September. 

Plans for raising a fund of $150,000 to be used in erect- 
ing a hospital at Bristol have been completed. 

At the recent meeting of the West Tennessee Medical So- 
ciety, held in Paris, the following officers were elected: 
Dr. W. L. Johnson, Lexington, President; Dr. R. L. Motley, 
Dyersburg, and Dr. C. L. Wingo, Martin, Vice-Presidents ; 
Dr. A. McSwain, Paris, re-elected Secretary-Treasurer. 

Drs. G. G. and E. R. Mulheron, Brownsville, have been 
appointed surgeons for the Louisville and Nashville Railroad 
to succeed Dr. J. T. Allen, deceased. 

Dr. C. B. Crittenden, Nashville, recently appointed Direc- 
tor of the Statistical Department of the State Board of 
Health, has assumed his duties. 

Dr. Y. W. Haley, Nashville, has been reappointed as the 
Middle Tennessee member of the State Board of Examiners 
for Nurses for a term of six years. 

The semi-annual meeting of the Middle Tennessee Medical 
Society was held in Springfield May 12-13. The following 
officers were elected: Dr. Eugene Orr, Nashville, President ; 
Dr. Milton Tharp, re-elected Secretary. 

At the semi-annual meeting of the State Board of Health, 
held in Nashville recently, the following officers were elected: 
Dr. W. J. Miller, Johnson City, President; Dr. E. M. San- 
ders, 

Dr. L. S. Nease, who succeeded Mr. J. F. Ward as Super- 
intendent of the General Hospital, Memphis, January 1, 1921, 
has resigned. 

((Continued on _Page 48) 


BOLEN 


ABDOMINAL SUPPORTERS AND 
BINDERS 


(patented) 


FOR MEN, WOMEN AND CHILDREN 


Special Supporter for Pendulus Abdomen, Ventral and Umbilical 


Hernias 
Descriptive literature mailed free upon request 


BOLEN MFG. CO. 


Jacobs Hall Bldg. OMAHA, NEB. 
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in all diagnostic problems, 


AUTOGENOUS VACCINES 


X-RAY DEPARTMENT 


be made from 9 a. m. to 5 p. m. 


To the Medical Profession 


THE NATIONAL PATHOLOGICAL LABORATORIES OF CHICAGO, ST. LOUIS, DE- 
TROIT AND NEW YORK are Diagnostic Institutions, ideal in equipment and personnel. 
The Directors of the Laboratories are always at your service for personal cooperation 


The following are a few items from the fee list: 


WASSERMANN TEST (Blood or Spinal Fluid) - - - - - $5.00 


We do the classical test. Any of the various modifications will be made upon request, 
without additional charge. Sterile containers, with needle, gratis upon request. 


EXAMINATION OF PATHOLOGICAL TISSUE - - - - - $5.00 


Accurate histological descriptions and diagnosis of tissues removed at operation should 
be part of the clinical record of all patients. 


We culture all specimens aerobically and anaerobically and isolate the offending organ- 
isms. Pipettes for collecting material for autogenous vaccines sent upon request. 


ANTI-RABIC VIRUS—Full Course Treatment - - - - - $25.00 
As improved and made under the personal supervision of Dr. L. Harris. (U. S. Gov- 
erment License No. 66.) YOU GIVE THE TREATMENT YOURSELF. Sole Distribu- 
tors. Telegraph orders given prompt attention. Write for Booklet. 


Offers the highest class of consultation service on moderate fees. Appointments may 


NATIONAL PATHOLOGICAL LABORATORIES (Inc.) 
920 Peter Smith Bidg., DETROIT 
NEW YORK: 18 E. 41st St. CHICAGO: 5 S. Wabash Ave. ST. LOUIS: University Club Bidg. 


RENT THIS 


TYCOS) 


Easy Rental Purchase Plan 


By our e ~~ purchase plan, after a first 
payment of only $2.50 we wi rent this TYCOS 
to you for nine months at $2.50 a month, at the end 
of which time it is your absolute property. You pay 
only the cash price—with no interest and no extras. 


NINE MONTHS 
THEN ITS YOURS 


Standard Of The World 


There is only one standard of the world—reli- 

able—dependable—accurate—and that % the 
TYCOS, which has been adopted and is used by all 
insurance companies, the United States Govern- 
ment and medical authorities. 


Leather Case and Booklet Free 


With each TYCOS we give you free a handsome 
morocco leather case a 44-page instruction book- 
Pay for your Tycos in the same manner that let, which tells exactly how to use it. The TYCOS 
you for Bonds, Red Cross registers both systolic and diastolic pressures. 
ledges. Modern, scientific osis demands the aid of an ac- 
curate instrument for determining blood pressure. 


Dr. Rogers’ Genuine 1921 Model 
Sphygmomanometer 


enclose first month’s 
TenDays Free Trial ip rent $2.60 
it thoroughly for ten days. every test 
and witht it beck at our rxpenee penta aod get Tour mover yousro willing 
FOR 
TODAY. Do it NOW. Latte PROVE it’s 
to own that you'll 


A. S. ALOE COMPANY, ouistters 561 Olive St. ST. LOUIS, MO. 


THE WORLD WAR 
MADE CREDIT A BADGE OF HONOR 


instru: yours. You cannot 
cannot buy it on such easy terms except by the Aloe Easy Rental 
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FOR INFANTS 


A COMPLETE FOOD 
Safe Uniform Reliable 


A well-balanced, convenient and easily 
assimilated nutrient. 


THE ORIGINAL 


Endorsed by the 
medical profession, 
for over one-third 
century, in the feed- 
ing of infants, anae- 
mic children, conva- 
lescents, invalids 
and the aged. 


RLICK’s 


For samples 
and_ printed 


matter ad- 
dress 
HO RLICK’S 
avo imitations Racine, Wis. 


(Continued from page 46) 
Deaths 

ann Thomas Harvey Williams, Germantown, aged 72, died 

ay 18. 

Dr. Bernard George Gordon, aged 74, died 
April 16. 

Dr. Rives Andrew Manker, Memphis, aged 38, died May 
19 from heart disease. 

Dr. Daniel William Ramer, Springfield, died May 3. 

Dr. George E. Horton, Shelbyville, aged 45, died May 23. 

Dr. John C. Johnston, LaGrange, aged 51, died May 12 
after an illness of two weeks. 

Dr. John T. Allen, Brownsville, aged 65, died suddenly 
May 9 from apoplexy. 

Dr. H. Fitzpatrick, Goodlettsville, aged 76, _ May 23. 

Dr. J. B. Finch, Dresden, aged 64, died May 19. 

Dr. William A. ‘Jones, Johnson City, aged 81, died May 26. 

Dr. Melville B. Capps, Livingston, aged 63, ‘died the latter 
part of May. 


McKenzie, 


TEXAS 


Dr. James D. Blevins, Beaumont, has been appointed Act- 
ing Assistant Surgeon, U.S.P.H.S., to succeed Dr. Oscar 
Davis, deceased, as representative of the service with the 
State Board of Health as Venereal Control Officer. 

Free sites for the $2,500,000 hospital which the Govern- 
ment is to build in one of the Southwestern states has been 
offered the Chamber of ce of El Paso. 

The following have been appointed as members of the 
State Board of Health: Drs. Murff F. Bledsoe, Port Arthur; 
Marcus P. Smartt, Manor; Dickson G. Thompson, Waxa- 
hachie; Thomas B. Fisher, Dallas; Marion M. Brown, Mexia; 
Nettie Klein, Texarkana. 

At the recent meeting of the Texas State Medical Asso- 
ciation the following officers were elected: Dr. Joe Becton, 
Greenville, President; Drs. C. E. Durham, Hico, William 
Meyers, Seguin, S. J. Wilson, Fort Worth, Vice-Presidents ; 
Dr. Holman Taylor, Fort Worth, Secretary-Treasurer. El 
Paso was chosen as the meeting place for 1922 

The Frances Ann Lutcher Hospital, Orange, was formally 
opened May 15. 

Dr. Charles Pearre Hawkins, Fort Worth, and Miss E. Lou 
Scott, Sherman, married May 6. 


Deaths 
|. Dr. George A. Post, Sims, aged 50, died May 3 from heart 


Medication for 
Hypodermic Treatment 


Sterile, Accurate, Efficient. In Hypule Form 
Sodium Cacodylate, Mercury Biniodide, 
Mercury Salicylate, iron Citrate, tron 
Citrate and Sodium Arsenate, Emetine 
Hydrochloride, Fisher’s Solution (con- 
centrated), Gray Oil, Novocain and 80 
other formulae. 
These hypules not only insure 
( full potency and exact dosage of 
} the drug to be administered, but 
they afford the physician an ascep- ‘ 
Heisters tic, and readily assimilated solu- Heisters 
Hypele s tion or suspension. For treatment Hypeles 
in serious and malignant diseases, hypodermic 
medication is far superior to the indirect 
methods of absorption through the alimentary 
tract. The use of HEISTER’S HYPULES 
laces this form of medication on a scientific 
asis, relieving the practitioner of all anxiety 
as to the quantity or character of the hypoder- 
mic injection which he administers. 


From the Laboratory of 


LOUIS HEISTER 


Manufacturers of Physician’s Pharmaceutical 
Specialities in Hypule Form 


CINCINNATI, OHIO, U.S.A. 


List on Application 


Dr. Jacob A. Fields, Giddings, aged 69, died May 13. 
Dr. Oscar Davis, Austin, aged 52, died May 25. 


(Continued — on page 50) 


We condense and eliminate to suit busy 
men. Only 1 weekly. 
One of the hier leading medical journals of 
Necessary to all progressive physicians. 55th 


$5.00 per year. Sample Free 
WILLIAM 1 woop & CO. 51 Fifth Ave., ae York. 


the world. 
year. 


HIGH POWER 


=] Electric Centrifuges 


Send for Cat. Cn: 


INTERNATIONAL EQUIPMENT CO. 
253 WESTERN AVE. BOSTON, MASS 


1000 PRESCRIPTION BLANKS $2.50 
(Linen finish bond, 100 in pad) 


1000 Professional Cards $4.50 
1000 Noteheads 4.50 
1000 Drug Envelop 3.00 
1000 Statements 4.50 
1000 ‘“‘Actual” Typewritten 5.50 


Prices include parcel post charges 
A few samples free 


A. H. KRAUS 


407-409 Chestnut St. Milwaukee, Wis. 
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HEELS 


Once a luxury--now a 
hygienic necessity 


The many physicians who wear and recommend 
O’Sullivan’s Heels today tells in no uncertain 
way of their recognition not only of the sound 
physiologic principles on which these heels are 
based, but also of the service they render in pro- 
moting bodily comfort, health and efficiency. 


O’SULLIVAN RUBBER CO., Inc. 


New York City 


on DIARRHEA OF INFANTS 


Management 
Three recommendations are madi -- 


gy Stop at once the giving of milk. 
Infant's Diet Thoroughly clean out the intestinal tract. 


of an 


Give nourishment composed of food elements capable 


of being absorbed with minimum digestive effort. 


A diet that meets the condition is prepared as follows: 
Mellin’s Food . , ; 4 level tablespoonfuls 
Water (boiled, then cooled) . 16 fluidounces 
Feed small amounts at frequent intervals. 

It is further suggested:—A\s soon as the stools lessen in number and 
improve in character, gradualiy build up the diet by substituting one ounce 
of skimmed milk for one ounce of water until the amount of skimmed 
milk is equal to the quantity of milk usually given for the age of the infant; 
also that no milk fat be given until the baby has completely recovered. 


MELLIN’S FOOD COMPANY, BOSTON, MASS. 
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QUICK SERVICE 


Largest Stock--Low Prices 
Surgical Instruments 


Cheap Instruments at 
cheap prices and High 
Grade European In- 
struments at low 
prices, High grade 
only sent on orders 
unless others are spec- 
ified. 


We make Deformity 
Apparatus, Elastic 
Stockings, Sanitary 
Furniture, Instru- 
ments, etc. 

Holmes’ Treatment 


Chair for the special- 
ist. It revelves, raises, 
lowers. 


New modern Office 
Furniture, Sterilizers, 
etc, 


Write for Catalogue. 


The Max Wocher & Son Co. 


Hospitals Equipped Complete. 
CINCINNATI, 


OHIO 


NOTICE 


SHERMAN’S VACCINES 


ARE NOW SUPPLIED IN A NEW 10 MIL. 
(Cc. C.) CONTAINER 

This package has many superior features which 
assure asepsis, prevent leakage and facilitate 
the removal of contents. It is constructed on 
the well known Sherman principle. 

The vial is amply strong which prevents break- 
age so frequent with shell vials. 

We are exclusive and pioneer producers of Bac- 
terial Vaccines. Originators of the asceptie bulk 
package. Pioneer in elucidation, experimenta- 
tion and clinical demonstration. 


The largest producers of 


Stock and Autogenous 
Bacterial Vaccines. 


MANUFACTURER 
BACTERIAL VACCINES 


“Sherman's Vaccines are dependable Antigens.” 


(Continued from page 48) 


VIRGINIA 

The Wise County Medical Society has elected the follow- 
ing officers: Dr. J. A. McGuire, President; Dr. C. B. 
Bowyer, Stonega, Secretary-Treasurer. 

Drs. Clifton M. Miller and W. L. Mason announce the re- 
moval of their office to Stuart Circle Hospital, Richmond. 

Deaths 

Dr. Jesse P. Rex, Richmond, aged 42, died May 19. 
— William James Cowardin, Richmond, aged 44, died 

ay 11. 

Dr. Edward A. Thomas, Wytheville, aged 52, died April 26 
from heart disease. 


WEST VIRGINIA 
Dr. W. T. Henshaw, Martinsburg, has been appointed 
State Commissioner of Health to succeed Dr. L. T. Vinson. 
A 650-acre farm has been purchased in Mason County for 
a proposed hospital for insane negroes. 
Miss Frippo, Richmond, Va., has accepied the position of 
Superintendent of Nurses at the C. & O. Hospital, Hunting- 
ton. 


Deaths 


Dr. Joseph F. Fox, Martinsburg, aged 56, died May 5. 
Dr. Charles W. Halterman, Clarksburg, aged 53, died 


A. 
Dr. Johnson McKee Sites, Martinsburg, aged 59, died 


CLASSIFIED ADVERTISEMENTS 


PATHOLOGIST WANTS POSITION-~—Has had ten years’ 
experience. Expert in Bacteriology, Clinical Diagnosis, 
Physiological Chemistry, Seriology. Competent to do all 
laboratory work, including x-ray. Studied at leading insti- 
tutions. Available at once. Address L. J. S., care Southern 
Medical Journal. 


DOCTOR WANTED—A young doctor wanted for a rural 
section. For particulars write T. B. Wood, Murrycross, 


LUCRATIVE PRACTICE FOR SALE—Account of death. 
Opportunity unusual. 43 years medical and surgical prac- 
titioner. $10,000 a year, city of 5,000 with splendid sur- 
rounding population, drawing patients distance of 75 miles; 
library and surgical equipment second to none. Don’t an- 
swer unless you mean business and have money to invest. 
Mrs. John T. Allen, 413 North Washington St., Brownsville, 
Tenn. 


GUINEA PIGS AND RABBITS—Laboratory purposes, 
strong, healthy stock, pigs 8 to 10 ounces $1.00, 12 to 14 
ounces $1.25 and 16 ounces up to $1.50. Nice breeding sows 
$1.50 each. Young mature rabbits 4 to 8 pounds, 50c per 
pound. E. L L. Harris, 151 1512 East Main St., _ Chattanooga, Tenn. 


DOCTOR: Wr.te or Wire 


Ambulatory Pneumatic Splint Mfg, Co. 


ATLAS BLOCK, CHICAGO 


Splints Rented 
Your Treatment of 
Patients, In or Out of Bed, Secures Good 


Hip, Thigh or Leg Set. 
Ready to Apply. 


Bone Union, Comfort, Strength and 
Health in the Least Time with the Ambu-, 
latory Pneumatic Splint. 


Specify it and our “Am- 
bumatic’ Washable Ab- 
dominal Supporters. 

Adjustable for uplift or 
Binder, to any part of 
abdomen. Once used al- 
ways prescribed. 

Send for Order Blanks, 
Sample Materials, Litera- 
ture. Prices. etc. 
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SOLUTIONS 


They are simple solutions of U.S.P. and 
standard salts with the exact contents plainly 
stated on the label. 


Repeated sterilization during manufac- 
ture and careful sterilization at twenty-pound 
steam pressure of the filled and sealed am- 
poules, assure absolute aseptic solutions. 


Animal experiments and control tests are 
continually carried on to determine toxicity, 
and check solutions. 


Write for “Journal of Intravenous Therapy,” Price List, 


Clinical Reports, Reprints, etc. 


New York Intravenous Laboratory 
100 West 21st Street 
New York 
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i Illustration of ‘Automatic Closing’ Tube No. 34 
ci FRIES BROS., Manufacturers 92 Reade Street, New York 
GENERAL ANAESTHESIA 


4 With “‘Graduated Kelene”’ also as a preliminary to Ether 

‘ When Applied With Our 

| GLASS AUTOMATIC SPRAYING TUBES 
does the work quickly, pleasantly and thoroughly 


at NO STEAM VALVE IS REQUIRED 
Simply press the lever and the Automatic Sprayer does the rest 


GLASS TUBES ALONE INSURE ABSOLUTE PURITY 
Sole Distributors for the United States and Canada 


MERCK & COMPANY, New York Montreal St. Louis 


|/BIOLOGICALS 


KEPT UNDER THE MOST 
IDEAL CONDITIONS 


We run a complete refrigeration plant with 


__| day and night service. 


| ‘| We stock only the recognized standard lines 


MULFORD’S PARKE-DAVIS 

LEDERLE’S 

| VAN ANTWERP’S DRUG CORPORATION 
Mobile, Alabama 


i Order of us---We Market Only Reliable Products 
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CHOOSE THE BOTTLE BABY’S FOOD CAREFULLY 
AND IT WILL GENERALLY BE 
MEAD’S DEXTRI-MALTOSE, COW’S MILK AND WATER 


You would not send your patient to a drugstore to 
ask the druggist to mix up “something for rheumatism,” 


would you? 
YOU WOULD WRITE A PRESCRIPTION. 
Consider the Baby. Infant Feeding means an INDI- 


VIDUAL formula, too. The physician’s prescription for 
the right proportions of MEAD’S DEXTRI-MALTOSE, 


Cow’s Milk and Water gives gratifying results. 


Literature and formulas sent to Physicians only. 


THE MEAD JOHNSON POLICY 


MEAD’S INFANT DIET MATERIALS are adver- 
tised only to the medical profession. No feeding di- 
rections accompany trade packages. Information 
regarding their use reaches the mother only by 
written instructions from her doctor on his own pre- 


scription blank. 
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WENTY years ago Parke, Davis & Co. introduced 
to the medical profession the active principle of the 
suprarenal gland—Adrenalin. 

Little was known at that time concerning its physiologic 
action and therapeutic application. Today, after years of 
laboratory research and clinical experimentation, Adren- 
alin holds a foremost place among the standbys of the 
materia medica. 


For the relief of the paroxysm of asthma, for the con- 
trol of hemorrhage, and in the treatment of shock and 
collapse, Adrenalin is the first thought of the therapeutist. 
In organotherapy it has certain special indications, and as 
a synergist to local anesthetics it has done much toward 
bringing local anesthesia technic to its present high 
degree of perfection. 


Parke, Davis @ Company 


DETROIT 


FLUIDOUNCE 


SOLUTION 


FLEIDOUKCE CoxTADE 
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